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ABSTRACT 
African American gay and bisexual men are members of marginalized groups 
that have historically faced persecution and discrimination. Although there is a well-
documented relationship between discrimination and engagement in health risk 
behaviors, fewer studies have explored how the perception of discrimination among 
African American gay and bisexual men might be predictive of engagement in sexual 
health risk behaviors. The purpose of this study was to explore how psychosocial 
variables, such as perceived discrimination and education attainment, could affect 
engagement in sexual health risk behaviors. This study also explored relationships 
between perceived sexual orientation discrimination and health risk behaviors, while 
examining educational attainment and knowledge of HIV preventive practices as 
moderators. 
Participants in this study included 3,916 African American gay and bisexual 
men. Utilizing structural equation modeling, the proposed hypothesized model obtained 
good fit χ2 (N = 3,916, df = 24) = 125.54, p > .05; CFI = .94; TLI = .89; RMSEA = .033. 
Results indicated perceived discrimination mediated the educational attainment-sexual 
health risk behavior relationship. Additionally, perceived discrimination increased the 
likelihood of engaging in sexual health risk behaviors. Engagement in HIV preventive 
practices was found to weaken the association between perceived discrimination and 
sexual health risk behaviors. Additional results are discussed based on future research 
implications and future preventive programming.
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CHAPTER I
LITERATURE REVIEW
The Human Immunodeficiency Virus (HIV) infection among gay and bisexual 
men is an alarming public health issue that continues to warrant scholarly investigation. 
The Center for Disease Control reports that gay and bisexual men are more severely 
affected by HIV than any other group in the United States (CDC, 2015b; CDC, 2017a). 
In 2010, there were an estimated 29,800 new HIV infections, with 63% of new HIV 
infections being accounted for by men who have sex with men (CDC, 2015b; CDC, 
2012). Additionally, White gay and bisexual men accounted for the highest number of 
new HIV infections with African American men accounting for the second largest 
number (CDC, 2015b; CDC, 2012). However, compared to their White and Hispanic 
counterparts, African American gay and bisexual men are disproportionately impacted 
and severely affected by the disease (CDC, 2015b; CDC, 2017a). Thus, continued 
studies are needed to understand the unique experiences of African American gay and 
bisexual men that could be contributing to new incidences of HIV infection and the 
overall elevated prevalence of HIV infection. 
To date, numerous studies have explored variables that are believed to increase 
the prevalence of HIV infection among minority populations; however, many of these 
studies misleadingly assign explanatory measures to constructs of race and sexual 
orientation (Helms, Jernigan, & Mascher, 2005). Although these studies have provided a 
plethora of useful information on the prevalence of HIV infection and engagement in 
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sexual health risk behaviors, these studies do not examine the unique psychosocial 
experiences, such as discrimination, that could be contributing to the disparities in HIV 
infection rates among racial and sexual minorities (CDC, 2011a; CDC, 2017a). 
Approaching health research among racial and sexual minorities with the incorporation 
of psychosocial factors, such as discrimination, provides a better description of 
differences of HIV infection rates and health risk behaviors among minority populations. 
Furthermore, understanding the impact of perceived discrimination on engagement in 
health risk behaviors is important in providing culturally sensitive prevention efforts and 
mental health treatment. Because previous research suggests that perceived 
discrimination and education attainment are related to minority health outcomes, 
research is needed on these constructs and their association to health risk behaviors 
among African American gay and bisexual men. Thus, the purpose of this study is to 
examine if psychocultural factors, such as perceived discrimination, educational 
attainment, and knowledge of HIV preventive practices, are related to engagement in 
health risk behaviors for African American gay and bisexual men. 
For African American gay and bisexual men, self-identification and perceived 
group membership of sexual and racial minority groups are fundamental concepts in 
examining the perception of discrimination. Group identification is based on the 
endorsement of similar self-perceived attributes, emotional, romantic, and/or sexual 
attractions toward a specific gender(s) and endorsement of cultural norms of both the 
Black and Lesbian, Gay, Bisexual, Transgender and Queer (LGBTQ) communities 
(American Psychological Association, 2015; Hogg, 2006; Tajfel, 1981). Group 
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membership and self-identification of being gay or bisexual is referenced in this study as 
sexual minority status. Sexual minority status is based on the participant’s endorsement 
and self-identification of being gay or bisexual. Two terms are used to describe this 
population: (a) gay and bisexual men and (b) Men who have Sex with Men (MSM). 
Throughout the health literature the terms are used interchangeably; however, the term 
MSM utilizes specific sexual behaviors to categorize this population, whereas, the terms 
gay and bisexual are concepts describing one element of an individual’s identity (Young 
& Meyer, 2005). While MSM may include gay and bisexual men, in some studies the 
term also includes men who have sex with other men, but who may not identify as gay 
or bisexual. For the present study, the term gay and bisexual is used as it corresponds to 
the participants’ self-described sexual orientation. 
Sexual Minority Status and Perceived Discrimination 
Although negative attitudes, beliefs, and treatment of sexual minorities have 
changed within the past two decades, sexual orientation discrimination still persists in 
the United States (Herek, 2009). Sexual orientation discrimination is defined as the 
belief that LGB individuals are treated differently or harassed because of perception of 
one’s sexual orientation (Banks, Kohn-Wood & Spencer, 2006). Sexual minorities are 
faced with persistent hostility and discrimination (Herek, 2009, 2003; Rostosky, Riggle, 
Horne, & Miller, 2009). In 2010, only 52% of Americans believed that gay and lesbian 
relationships were acceptable. Forty-three percent of Americans believed that same-sex 
relationships were morally wrong (CDC, 2011a).
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For African American gay and bisexual men, discriminatory acts may also occur 
based on both ethnic and sexual minority statuses. As such, individuals’ perception of 
discrimination can be influenced by their ethnic and sexual minority identities. One 
study, utilizing data collected from Wave Two of the National Epidemiological Survey 
of Alcohol and Related Conditions (NESARC), sought to examine the perception of 
discrimination based on sexual orientation, race or ethnicity and gender, and mental 
health ailments among White, Black, Native American, Asian, and Hispanic lesbians, 
gay and bisexual adults in the United States (Bostwick, Boyd, Hughes, West, and 
McCabe, 2014). Of the total Wave Two population (N = 34,652), an estimated 2% 
percent were identified as being lesbian (n = 145), gay (n = 190) or bisexual (n = 242) 
(Bostwick, et al., 2014). The researchers found that compared to their White 
counterparts, Black, Native American, Asian, and Hispanic gay and bisexual men were 
more likely to report experiencing discrimination based on race, gender, and/or sexual 
orientation. 
Although African American gay and bisexual men have similar racial, gender, 
and non-heteronormative identities, it is important to note that the two groups do not 
constitute a homogeneous group (Balsam & Mohr, 2007; Dudley, 2013; Savin-Williams, 
2001). For instance, Balsam et al. (2007) examined differences in how bisexual, lesbian, 
and gay adults adapt to the marginalized status that is often assigned to the LGBT 
community. The study surveyed 613 lesbian (n =273), gay (n =186), and bisexual (n 
=37) adults in the United States. The results suggested that bisexual participants 
experienced high levels of identity confusion. Additionally, bisexual participants
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endorsed lower levels of self-disclosure and sense of community within the larger LGBT 
community. Although the sample used in this study was predominantly White (90%), 
this study still highlights the importance of examining experiences of sexual minorities 
based on their own respective sexual identities. The literature commonly presents studies 
in which gay and bisexual men are grouped together, limiting what is known about the 
experiences of each group, respectively (Miller, André, Ebin, & Bessonova, 2007). As 
noted by scholars, gay and bisexual men have their own respective sexual identities, 
norms, and values associated with their respective social identity (D'Augelli, 1994; 
Diamond, 2006). For example, Diamond (2006) presented a feminist theorized article 
that begins with a critique of LGBT literature that either (a) excludes bisexuality, or (b) 
presents bisexuality as a development stage that precludes identification of a gay or 
lesbian sexual orientation. As a possible remedy, Diamond (2006) suggests focusing on 
exploring the uniqueness that each sexual minority group encounters through their 
respective development process of sexual orientation. Utilizing this theorized framework 
of examination presents the potential to uncover an authentic perception of the differing 
norms, values, and respective identities among gay and bisexual men (Diamond, 2006). 
As such, it is possible that African American gay and bisexual men may perceive 
discrimination differently and/or perceive different amounts of discrimination based on 
their respective group identification. For example, Bostwick et al. (2014) found that 
compared to their bisexual counterparts, gay men were more likely to report 
discriminatory experiences based on sexual orientation. Additionally, bisexual 
individuals may perceive the source of discrimination differently than their gay
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counterparts (Bostwick et al., 2014). Bisexual individuals may encounter discrimination 
from both heterosexual populations as well as from other sexual minority groups 
(Bostwick, 2012; Bostwick et al., 2014; Gurevich, Mathieson, & Bower, 2002; 
Hequembourg & Brallier, 2009). 
Research suggests that there are five types of perceived discrimination often 
reported by LGBTQ individuals (Herek, 2009; Mays & Cochran, 2001). They include 
(a) being called names or insulted; (b) receiving poorer services in restaurants and 
business; (c) being treated unfairly at work or school; (d) being denied or given poorer 
quality health care; and (e) being physically attacked or injured because of one’s sexual 
minority status. What follows is an overview of the possible perceived discrimination of 
African American gay and bisexual men. 
Called names or insulted. The larger LGBTQ body of literature provides key 
insights about the perception of verbal discriminatory events since few studies 
specifically examine this among African American gay and bisexual men, thus the larger 
body of literature is referenced. Studies have documented incidents in which gay and 
bisexual men have perceived being called names or verbally insulted because of their 
sexual minority status (Berrill, 1992; Mays et al., 2001; Otis & Skinner, 1996; Pilkington 
& D’Augelli, 1995). One previously presented study (Huebner et al., 2014), examined 
harassment, discrimination, and violence among gay and bisexual men. In this study, the 
sample consisted of 1,248 gay and bisexual men from the southwestern area of the 
United States (Huebner et al., 2014). Participants were recruited via venue-driven 
sampling, as a part of a larger community-level HIV prevention intervention. Results 
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indicated that 37% of study participants perceived verbal anti-gay discriminatory 
remarks within the last six months. 
Reilly, Neaigus, Jenness, Wendel, Marshall, and Hagan (2015) also conducted a 
study measuring the experiences of discrimination and HIV risk among a sample of gay 
and bisexual men. The study was conducted in New York and participants were 
recruited from bars, parks, street locations, dance clubs, and restaurants (Reilly et al., 
2015). The diverse sample consisted of gay and bisexual males who identified as 118 
African American males (23.3%), 200 Latino males (39.4%), 147 White males (29.05%) 
and 42 (8.3%) other races. Of the total sample (N =509), 78.4% of participants identified 
as gay (n =399), and 19.4% identified as bisexual (n =99) (Reilly et al., 2015). The 
results depicted that 45% of the total sample reported being called names or insulted 
because of their sexual orientation (Reilly et al., 2015). 
Research focusing on the perceptions of verbal discrimination within the school 
settings also provides insight into the perception of discrimination among this population 
(Huebner et al., 2004). The 2011 National School Climate Survey, conducted among 
8,584 students ages 13-20, determined that 80% of LGBT students perceived verbal 
discrimination because of their sexual orientation. Similarly, 91.4% of LGBT students 
hearing the word “gay” used in a negative way that caused participants psychological 
distress (Kosciw, Greytak, Bartkiewicz, Boesen, & Palmer, 2011). 
The perception of being called names or insulted may be different for gay and 
bisexual men. From the Bostwick et al. (2014) study, previously presented, gay men 
were more likely to report being called names, insulted, or being verbally threatened 
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(Bostwick et al., 2014), whereas bisexuals were found to report fewer discrimination 
experiences of being verbally threatened (Bostwick et al., 2014). However, another study 
reported that 26 percent of gay men compared to 37 percent of bisexual men experience 
rape, physical violence, or stalking by an intimate partner (Human Rights Campaign, 
2017). Therefore there are mixed findings. 
Bisexual individuals may experience a different type of verbal discrimination. 
Bisexual individuals who are verbally challenged with questions on the validity of 
bisexuality as a sexual orientation may perceive this as discrimination (Klesse, 2011; 
Mulick & Wright, 2002; Kollen, 2013). For example, in a conceptual article by Alarie 
and Gaudet (2013), three mechanisms were presented in which bisexuality as a sexual 
identity can be invisible. The mechanisms include “(a) depicting bisexuality as 
temporary, (b) making it almost impossible to be a ‘real' bisexual, and (c) devaluing 
bisexuality” (Alarie & Gaudet, p.192). Bisexual individuals may perceive any of the 
three proposed mechanisms of invisibility as verbal discrimination. 
Received poorer services. After a thorough search of the literature, two studies 
found the perception of discrimination in terms of receiving poorer services based solely 
on sexual orientation among African American gay and bisexual men. Research on the 
perception of receiving poorer services in restaurants, business, and other agencies are 
more prevalent within studies that group all LGBT individuals together without 
exploring psychocultural differences such as race and ethnicity. The Pew Research 
Center (2013) conducted a study in April of 2013 examining attitudes, experiences, and 
values among American LGBT adults. Of the total LGBT adult sample (N =1,197), there
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were 398 gay, 277 lesbian, 479 bisexual, and 43 transgender adults. The study was 
conducted among predominantly White participants (n = 331), compared to the 54 
participants who identified as African American. Although the study examined 
numerous experiences of LGBT adults, the present study focused on the number of 
participants who reported receiving poorer services. The study found that 23% of 
participants perceived a lifetime prevalence of receiving poorer services in restaurants, 
hotels, and other places of business (Pew Research Center, 2013).
The perceived likelihood of receiving poorer services in restaurants, businesses, 
and other agencies may be different for gay and bisexual men. From the Bostwick et al. 
(2014) study previously presented, researchers sought out to examine the perception of 
discrimination based on sexual orientation, race or ethnicity, and gender, and mental 
health ailments among White, Black, Native American, Asian and Hispanic lesbians, 
gay, and bisexual adults in the United States. Findings suggested that gay men were 
more likely to report facing discriminatory acts in stores and restaurants compared to 
their bisexual counterparts. 
Physically attacked or injured. Research has captured routine incidents of 
violence in which gay and bisexual men have perceived being physically attacked or 
injured because of their sexual or racial identities (Herek, 2000). Another study 
previously presented by Reilly et al. (2015) found that 15.1 % (N = 503) of MSM 
participants in New York reported being physically attacked or injured within the last 12 
months. 
The National Report on Hate Violence Against Lesbian, Gay, Bisexual, 
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Transgender, Queer, and HIV-Affected Communities (2013) reported that racial and 
sexual minorities face disproportionate acts of discriminatory violence and that there is a 
difference between the prevalence rates in which gay men and bisexual men have 
experienced being physically attacked (National Coalition of Anti-Violence Programs, 
2013). Herek, Gills, and Cogan (1999) also conducted a study on experiences of hate-
crime victimization among 2,259 gay, bisexual men, and lesbian adults living in the 
Sacramento area of California. One finding from the study suggested that 28% of gay 
men reported being physically attacked or injured at least once within their lifetime. 
Although the perception of being physically attacked or injured based on one’s sexual 
orientation is not believed to differ based on each respective sexual orientation, the 
current study seeks to explore if one group encounters more of this form of 
discrimination. 
Treated unfairly at work or school. For LGBT individuals, workplace 
discrimination is pervasive (Croteau & Bieschke, 1996). Few studies have examined 
unfair treatment at work or school, specifically among African American gay and 
bisexual men. Within the context of the workplace, sexual minorities may be concerned 
about coming out/being out, being alienated, and job security when their sexual 
orientation is known by colleagues and employers (Bernstein & Swartwout, 2012). In a 
report published by the Pew Research Center (2013), 21% of LGBT participants (Total 
N =1,197) perceived a lifetime prevalence of being treated unfairly by an employer 
because of their sexual orientation. Another study previously described found that 22%
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of MSM participants indicated perceiving unfair treatment at work or in school (Reilly et 
al., 2015). 
Other researchers also have documented cases of unfair treatment of LGBT 
individuals within the school setting. Rankin, Weber, Blumenfeld, and Frazer (2010) 
presented a national report on the State of Higher Education for LGBT adults aimed at 
highlighting the discriminatory experiences of LGBT individuals in higher education 
settings. One finding presented in this report described how collegiate sexual minority 
students, faculty members, and administrators still face experiences of discrimination 
and stigmatization. Currently, in 32 states, sexual minorities lack legal protection from 
workplace and employment discrimination (Human Rights Campaign, 2014). For gay 
and bisexual individuals who live in states without legal discriminatory protection, such 
as the participants in this study, sexual minorities may be particularly vulnerable and 
more likely to experience being treated unfairly at work (Badgett, Sears, Lau, & Ho, 
2009). Tilcsik (2011) conducted a social psychology study examining employment 
discrimination and found that sexual orientation discrimination varied geographically 
with regional attitudes possibly being influenced by antidiscrimination laws. 
Denied or given lower quality health care. Sexual minorities have unique 
health concerns specific to the population and when these health care concerns are not 
acknowledged, individuals may perceive this lack of specialized care as discrimination 
(U.S. Department of Health and Human Services, 2011; Mayer, Bradford, Makadon, 
Stall, Goldhammer, & Landers, 2008)). Factors such as perceived invisibility (Herek, 
2009), lack of culturally sensitive practitioners or programs, previous negative
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experiences with health care providers (Mayer et al., 2008), and fear of sexual 
orientation discrimination (Stuber, Meyer, & Link, 2008) may impede sexual minorities 
access to quality health care and increase perceptions of discrimination (Miller et al., 
2007; (CDC, 2011a). For instance, Reilly et al. (2015) found that 6.7% of MSM 
participants reported being given lower quality health care or denied health because of 
their sexual orientation. Perceived discrimination has been identified as a determinant of 
health-seeking behaviors (Pascoe & Richman, 2009). Kats and Ranji (2014) conducted 
an online survey on perceived access to health care and coverage among the LGBT 
community. Results concluded that three in ten gay and bisexual men (N = 431) 
endorsed feeling uncomfortable discussing their sexual orientation with health care 
professionals, thus impacting the perceived accessibility of health care (Kats & Ranji, 
2014). Other findings indicated that 56% of participants endorsed items stating that a 
doctor has never recommended HIV testing and 61% of participants reported rarely or 
never discussing HIV during visits with their doctors (Kats & Ranji, 2014). Another 
study conducted by Bernstein, Begier, Koblin, Karpati, and Murrill (2008) surveyed 454 
gay and bisexual men as a part of the NHBS New York site between July 2004 and 
January 2005. The study aimed to explore sexual minority status disclosure to health 
care providers. Findings suggested that compared to their White counterparts, African 
American MSM were less likely to disclose same-sex attraction to health care providers. 
Each of these studies provides important information about discrimination experienced 
by gay and bisexual men, in terms of access to quality health care.
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Because of perceived healthcare discrimination, for African American gay and 
bisexual men, quality of care and treatment adherence could be affected (Penner, 
Dovidio, Edmondson, Dailey, Markova, Albrecht, & Gaertner, 2009). 
Perceived healthcare discrimination could increase the risk of negative health 
outcomes among this population. For example, Koblin et al. (2013) examined HIV 
acquisition in a cohort of African American MSM found that younger participants were 
less likely to have a usual place for health care and had unmet health needs. It was also 
found that three in ten gay and bisexual men who reported not having a primary care 
physician were primarily younger, had lower income, and identified as being a dual 
racial/sexual minority (Koblin et al., 2013). The perception of discrimination for gay and 
bisexual men may differ. For instance, Bostwick et al. (2014) reported that compared to 
their bisexual counterparts, gay men were more likely to report discrimination within the 
health care setting. 
Educational Attainment And The Sexual Minority Status, Perceived Discrimination 
Relationship 
Based on previous studies, educational attainment is believed to moderate the 
perception of discrimination (Zhang, Hong, Takeuchi, & Mossakowski, 2012). As a 
moderator, educational attainment determines under what conditions the relationship 
between an individual’s sexual minority status and one’s perception of discrimination 
would differ. Few studies have examined education attainment as a moderator for sexual 
minority status and perceived discrimination. However, one study found that participants 
with at least some college were more likely to have an increased perception of
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discrimination related to their sexual minority status (Huebner et al., 2004). Educational 
attainment has been more frequently examined as a moderating variable that can 
enhance the perception of discrimination, within the context of the racial discrimination 
literature. For example, Zhang et al. (2012) conducted a study on the relationships 
between perceived discrimination, psychological distress, and education among Asian 
Americans. The study utilized data collected from the 2002-2003 National Latino and 
Asian American Study (NLAAS). The sample consisted of 2,085 Asian adults. The 
study found that education status was a moderator for perceived discrimination and 
psychological distress for Asian American individuals. In that study, the effects of racial 
discrimination-related stress was stronger for participants with college or higher levels of 
education (Zhang et al., 2012). 
Another study examined the experiences and consequences of perceived racial 
discrimination among 312 African Americans from the Detroit, Michigan area, (Broman, 
Mavaddat, & Hsu, 2000). Results suggested that highly educated African Americans 
were more likely to perceive racial discrimination; in particular, participants who had not 
graduated college, but who had some college, perceived the most racial discrimination 
(Broman et al., 2000). One other study conducted by Reilly et al. (2015) found that 
participants with less than a high school education reported being physically attacked 
due to the perception of their sexual minority status more frequently. Each of these 
studies provides support for educational attainment as a moderator. This present study 
explores if educational attainment enhances the perception of sexual minority 
discrimination. 
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Perceived Discrimination Relationship To Sexual Health Risk Behaviors 
African American gay and bisexual men are more significantly affected by HIV 
infection more when compared to their other racial minority counterparts (CDC, 2011b). 
For instance, an estimated 477,175 gay and bisexual men were diagnosed and living with 
HIV; of that number, 145,707 were African American, 99,495 were Hispanics (CDC, 
2011b). The CDC also reports the lifetime projected rate of HIV infection for African 
American men is one-in-two, compared to one-in-four for their Hispanic counterparts 
and one-in-eleven for their White counterparts (CDC, 2017a). 
Health risk behaviors are commonly identified in the literature as behaviors that 
can lead to negative health outcomes, such as unintended pregnancy, Sexual Transmitted 
Infections (STIs), and HIV infection (Pascoe & Richman, 2009). The Youth Risk 
Behavior Surveillance System defines health risk behaviors as (a) unintentional injuries 
and violence; (b) tobacco use; (c) alcohol and drug use; (d) unhealthy dietary behaviors; 
(e) physical activities; and (f) risky sexual behaviors that can contribute to unintended 
pregnancy STIs and HIV infection (Eaton, Kann, Kinchen, Shanklin, Ross, & Hawkins, 
2012). This study focused exclusively on risky sexual behaviors and substance use in 
relation to sexual activity. Health risk behaviors examined include (a) having multiple 
sexual partners; (b) having sex while under the influence of alcohol or drugs; and (c) 
being previously diagnosed with a sexually transmitted infection. 
The HIV literature provides insights as to why there are elevated HIV infection 
rates among African American gay and bisexual men by examining health risk 
behaviors. Perceived discrimination has been significantly correlated to risky behaviors,
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such as reduced physical activity, substance abuse, and smoking (Yoshikawa, Wilson, 
Chae, & Cheng, 2004; Samet, Pace & Cheng, 2010). Studies also support significant 
relationships between perceived discrimination and sexual health risk behaviors (Fields, 
Bogart, Galvan, Wagner, Klein, & Schuster, 2013; Kalichman et al., 2005; Reilly et al., 
2015). For example, Frye et al. (2015) used secondary data analysis to examine sexual 
orientation, race-based discrimination, and sexual HIV risk behaviors among urban 
MSM (N = 1,369). Results indicated that sexual orientation discrimination at home or in 
social neighborhood settings were positively correlated with increased HIV acquisition 
risk. Another study examined if psychosocial, behavioral, and cultural factors could 
predict health risk behaviors among Latino gay and bisexual men (Jarama, Kennamer, 
Poppen, Hendricks, & Bradford, 2005). The sample consisted of 250 gay and bisexual 
men who self-identified as primarily immigrants from El Salvador. The results of this 
study suggested that Latino MSM’s experience of discrimination were predictive of 
engagement in HIV health risk behaviors (Jarama et al., 2005). 
Engagement in HIV Preventive Practices As A Moderator for the Relationship 
Between Perceived Discrimination and Health Risk Behaviors 
As research has shown, there is a detrimental relationship between discrimination 
and health risk behaviors. However, there are mixed findings on how HIV preventive 
practices impact subsequent sexual health risk behaviors. Health scholars have noted that 
variables such as engagement in HIV preventive practices can decrease negative health 
outcomes (Jemmott, Jemmott, & Fong, 1992; Weinhardt, Carey, Johnson & Bickman, 
1999). Other scholars have found that HIV preventive practices do not solely impact
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behaviors leading to HIV infection (Noroozinejad, Yarmohamadi, Bazrafkan, Sehat, 
Rezazadeh, & Ahmadi, 2013; Salgado, Díaz Pérez, & Maldonado, 1996). The 
Department of State and Health Services (2013) reported a decrease of new HIV 
infection among African Americans between 2008 and 2013, believed to be directly 
related prevention efforts. As such, it is possible that engagement in HIV preventive 
practices can impact the perceived discrimination-sexual health risk behavior 
relationship. 
Throughout the health literature and foundationally incorporated in many HIV 
prevention programs is the goal of increasing knowledge of HIV preventive practices 
among at-risk populations. However, there is limited information about the impact of 
engagement in HIV preventive practices in relation to incidents of perceived 
discrimination and possible subsequent engagement in health risk behaviors. As a 
possible moderator, engagement in HIV preventive practices determines the conditions 
which the relationship between an individual’s level of perceived discrimination and 
engagement in health risk behaviors would differ. Engagement in HIV preventive 
practices is defined as awareness of HIV/STI statuses and methods used to increase 
information aimed at reducing engagement in risky sexual behaviors. In this study, 
engagement in HIV preventive practices are specifically measured by the participants’ 
awareness of their own HIV status, awareness of HIV statuses of sexual partner(s), and 
having been tested for HIV. Individuals who lack information on how health risk 
behaviors are negatively impacting well-being are less likely to challenge the detrimental 
habits providing short-term gratification (Bandura, 2004). Additionally, persons who 
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have inadequate health literacy on HIV prevention are at an increased risk of contracting 
the disease and experiencing negative health outcomes (Kalichman et al., 2005; 
Kalichman et al.,, 2016; Herek et al., 2009). 
One HIV preventive practice that has been suggested to effectively decrease the 
probability of HIV infection is being aware of and discussing a person’s HIV status with 
sexual partners (CDC, 2015a). Awareness of a partner’s HIV status can be prompted by 
open communication among sexual partners. For example, researchers conducted a study 
on correlates HIV/STI testing and disclosure among HIV-negative collegiate MSM 
(Wilkerson, Fuchs, Brady, Jones-Webb, & Rosser, 2014). As a part of a larger 
prospective study conducted in 16 U.S. Metropolitan Statistical Areas (MSAs), 930 
collegiate MSMs were asked to reflect on a time within the last three months that they 
had protected or unprotected anal sex and discussed HIV status with their partner 
(Wilkerson et al., 2014). Findings suggested that over half of participants (57.8%) 
discussed HIV status with new sexual partners (Wilkerson et al., 2014). This study 
presents the importance of communication and disclosure of one’s HIV statuses with 
sexual partners, as a method of decreasing engagement in risky sexual behaviors. 
Another facet of HIV preventive practice presented in the present study is the 
relationship between knowledge of sexual partners’ HIV status and engagement in risky 
sexual behaviors. For example, one study examined knowledge of partners’ HIV status 
and condom usage among 3,538 HIV-positive patients participating in clinical care in 
Tanzania, Kenya, and Namibia (Bachanas et al., 2013). Although this population is 
different from the present study, there are some key insights that demonstrate how
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awareness of a partner’s HIV status impacts engagement in health risk behaviors. 
Results from this study suggested that 64% of participants knew their partner’s HIV 
status, and participants were more likely to report condom usage if disclosure of HIV 
status was shared among partners (Bachanas et al., 2013). This study supports the impact 
that awareness of sexual partners’ HIV status can have on engagement in health risk 
behaviors. 
Health scholars and prominent public health agencies have identified the 
usefulness of theory-driven, evidenced-based practices that aim to increase the knowledge 
of HIV preventive practices, with the goal of decreased HIV transmission and infection 
among at-risk populations (CDC, 2014b; Johnson et al., 2003; Rebchook, Kegeles, & 
Huebner, 2006). For example, one-on-one and intimate group prevention programs have 
shown effectiveness in reducing unsafe sexual behaviors (CDC, 2014b; Leaver, Allman, 
Meyers, & Veugelers, 2004; O'Donnell, Stueve, Joseph & Flores, 2014). Understanding 
this complex relationship can aid in developing effective interventions and inform policies 
directed at decreasing HIV/STI infections among African American gay and bisexual men 
(CDC, 2015a). Findings suggest that a policy focused on increasing access and 
attainability of education and knowledge of HIV preventive practices could also greatly 
increase health behaviors among at-risk populations (Cutler & Lleras-Muney, 2006). 
Hypotheses 
Using Structural Equation Modeling, the current study aims to examine the 
relationships between sexual minority status, perceived discrimination, educational
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attainment, health risk behaviors, and knowledge of HIV preventive practices among 
African American gay and bisexual men. The following are hypothesized: 
Hypothesis 1: There will be a relationship between sexual orientation (0 = gay; 1 = 
bisexual) and perceived discrimination. 
Hypothesis 2: Educational attainment will modify the sexual orientation-perceived
discrimination relationship. 
Hypothesis 3: Perceived discrimination will mediate the educational attainment-sexual 
health risk behavior relationship. 
Hypothesis 4: Perceived discrimination will be positively correlated with sexual health 
risk behaviors. 
Hypothesis 5: Engagement in HIV preventive practices will modify the perceived 
discrimination-sexual health risk behaviors relationship.
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CHAPTER II 
METHODOLOGY
Data used in this study is from the National Health Behavioral Surveillance 
System (NHBS), Men who have Sex with Men (MSM) cycle 2014. The NHBS is a large 
cross-sectional study funded by the Center for Disease and Prevention that is conducted 
in collaboration with local and state health departments as well as universities and 
community-based originations in 20 cities across the United States (CDC, 2015b). The 
overall NHBS studies aim to assess behavioral surveillance among individuals with 
increased risk of HIV infection (CDC, 2015b). The groups identified as high risk include 
men who have sex with men (MSM), intravenous drug users (IDU), and heterosexual 
individuals (HET). Data is collected every three years for the respective at-risk 
populations. 
To recruit gay and bisexual participants and collect data, the NHBS utilizes 
venue sampling with a study design that focuses on reducing selection bias (Gallagher, 
Sullivan, Lansky, & Onorato, 2007; Reilly et al., 2015). Participants are recruited from 
public venues such as bars, street locations, LGBT pride events, and social clubs. The 
NHBS specifically uses a standardized interview to collect information on HIV health 
risk behaviors, psychosocial elements such as discrimination and stigma, and 
information related to HIV preventive practices. The NHBS focuses on collecting 
rotating 12-month cycles of surveillance data from participants within metropolitan areas 
among populations that have been identified as high risk for HIV infection by the CDC. 
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Each participant completed an approximately 30-45 minute interviewer-administered 
standardized survey that included demographics questions on race, gender, age, 
household income, educational level, and sexual orientation. The survey also asked 
participants questions about sexual health risk behaviors, incarceration history, drug use, 
previous STI infection(s) and HIV testing history and status. Numerous other studies 
have also provided information on the methods of the NHBS study (Gallagher et al., 
2007; Reilly et al., 2015). 
Eligible NHBS MSM cycle 2014 participants had the following attributes: (a) 
above the age of 18; (b) lived in one of the 20 requirement areas at the time of 
collection; (c) identified as being male; (d) had at least one sexual partner within the past 
12 months; (e) reported engaging in anal or oral sex with one or more same-sex 
partner(s); and (f) were given and signed an informed-consent form. A total of 10,369 
participants were recruited. Of these participants, 42% were below the age 29 years, 
79.5% self-identified as gay, 17.9% identified as bisexual, and 2.2% identified as 
heterosexual. In terms of education, 4.6% competed grades 11 or under, 21.6% 
graduated or obtained a GED, 32.1% had some college, associate’s degree, or technical 
degree, 27.0% obtained a bachelor’s degree, and 14.7% had some postgraduate studies. 
The household income of 75% of participants was above the federal poverty level. 
Racially, 38% of the population identified as Caucasian 38%, Black 28%, and Hispanic 
or Latino 28%. 
Participants in the current study: identified their ethnic/racial identity as non-
Hispanic Black/African American (n= 3,916); identified their sexual orientation as either
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gay (n= 3422, 87.4%) or bisexual (n=494, 12.6%); and 64.34% were below the age 45 
years. The educational distribution of participants included: 17.14% less than high 
school degree; 27.79% high school degree or equivalent; 33.23% some college, 
associate’s degree, or technical degree; and 21.84% bachelor’s degree and postgraduate 
studies. 
Measures 
Perceived discrimination. Perceived discrimination was assessed by five 
questions commonly presented in the LGBT literature (Berril, 1992; Krieger & Sidney, 
1997; Krieger, Smith, Naishadham, Hartman, & Barbeau, 2005; Mays et al., 2001; 
Williams, Yan, Jackson, & Anderson, 1997). Participants were asked, “During the past 
12 months, have any of the following things happened to you because someone knew or 
assumed you were attracted to men?” (a) “called names or insulted,” (b) “received 
poorer services than other people in restaurants, stores, other businesses or agencies,” (c) 
“treated unfairly at work or school,” (d) “denied or given lower quality health care,” and 
(d) “physically attacked or injured.” 
The original response set consisted of five dichotomized questions. An aggregate 
perceived discrimination variable consisting of the five perceived discrimination 
questions was created and utilized in the SEM Model. Each “yes” factor equaled 1 point, 
and each “no” response equaled 0 points. A total perceived discrimination score was 
calculated for each participant. Higher total scores equaled greater perceptions of 
discrimination. Cronbach’s alpha was .60 for construct reliability.
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Sexual health risk behaviors. Sexual health risk behaviors, a latent construct 
assessed indirectly through associated items. Elements of the NHBS data set are believed 
to measure this latent variable. These factors have frequently been identified in the 
literature as being positively correlated with increased HIV infection (Eaton et al., 2012; 
CDC, 2011b). These factors include (a) engaging in condomless anal sex in the past 12 
months; (b) not using a condom the whole time at last sex act; (c) having 2 or more anal 
or oral sexual partners; (d) having sex while under the influence of a controlled 
substance at last sex; and (e) having a previous diagnosis of a sexually transmitted 
infection (STI) including syphilis, gonorrhea, chlamydia, and other STI within the past 
12 months. These five factors where originally planned for analysis. However, factors 1 
and 2 were removed due to the inclusion and exclusion criteria for the NHBS survey. 
Thus, the sexual health risk behavior was comprised of (a) having two or more anal or 
oral sexual partners; (b) having sex while under the influence of a controlled substance 
at last sex; (c) having a previous diagnosis of a sexually transmitted infection (STI) 
including syphilis, gonorrhea, chlamydia, and other STI within the past 12 months. Each 
of these observed factors (1-3) was loaded onto the sexual health risk behavior latent 
variable. Modeling sexual health risk behaviors as a latent variable provides additional 
power in testing the hypotheses. Additional power is added because the outcome 
variable, Sexual Health Risk Behaviors, represents the variance shared by the three 
factors.
Engagement in HIV preventive practices. Engagement in HIV Preventive
Practices was  assessed by three questions that fall under a larger global understanding of
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HIV preventive knowledge presented throughout the health literature. In the originally 
proposed analysis, Engagement in HIV Preventive Practices was comprised of (a) 
knowledge of one’s own HIV status; (b) knowledge of partner(s)’ statuses; (c) having 
participated in an HIV preventive session in a one-on-one setting; or (d) having 
participated in an HIV preventive session in a group setting. However, the alpha reliability 
coefficient of these four questions was .30. Given this low reliability, the literature was 
reviewed. The variable was reformatted to obtain questions that better measured this 
construct. This variable is now measured with the following questions: (a) knowledge of 
one’s own HIV status; (b) knowledge of partner(s)’ statuses; (c) ever tested for HIV.
Dichotomous “yes/no” scores were created to measure each of the knowledge of HIV 
preventive practices. Knowledge of partners statuses were measured as 0 = No (no 
knowledge of partners statues and knowledge of only some partners statues) and 1= Yes 
(knowledge of all partners statuses). A total composite score was created with factors one 
through three. Higher total scores equaled greater engagement in HIV preventive 
practices. Cronbach’s alpha was .42 for the variable comprised of three questions. 
Sexual orientation and demographics. Sexual orientation was assessed by asking 
participants to identify their sexual orientation: (a) Homosexual, Gay (dummy-coded as 0 
or (b) Bisexual (dummy-coded as 1). Educational attainment was measured as (a) less than 
high school degree; (b) high school degree or equivalent; (c) some college, associate’s 
degree, or technical degree; and (d) bachelor’s degree and postgraduate studies.
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CHAPTER III 
RESULTS
Descriptive Results
Perceived discrimination was one of the predictor variables in this study. Being 
“called names or insulted” was the most frequently (31.2%) perceived type of 
discrimination. Some participants (12.8%) reported receiving poorer services than other 
people in restaurants, stores, other businesses, or agencies. Other participants (11.6%) 
indicated they were treated unfairly at work or school while a smaller set of participants 
(6.4%) reported being physically attacked. 
For the outcome sexual health risk behavior variable, almost half (46.54%) of the 
participants reported using alcohol or other drugs the last time they had sex. Within the 
last 12 months, 74.9% of participants reported having two or more sexual partners. The 
majority of participants (87.5%) also reported not having a STI within the last 12 
months. Of participants who did report having an STI, within the last 12 months, 6.9% 
reported Gonorrhea, 4.6% reported Chlamydia, 3.6% reported Syphilis, and 1.5% 
reported having any other STD. In terms of HIV status, 14.7% reported being HIV 
positive, 85.2% reported being HIV negative/ not knowing their status. Table 1 presents 
the correlations between variables in this study. Table 2 presented additional sample 
characteristics.
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Preliminary Analyses 
Structural equation modeling analysis starts by evaluating for multivariate 
normality, linearity, multicollinearity, and normal distribution of each variables. Thus, 
data analysis started by reviewing each variables multivariate distributions. Assessing 
for normal distribution is important because violations in normal multivariate 
distribution can cause SEM modeling to yield inaccurate results (Weston, Gore, Chan, & 
Catalano, 2008). Each variable met normal statistical assumptions for multivariate 
normality, and linearity. Next, univariate and multivariate outliers were assessed by 
using frequency distributions and exploring for outliers three standard deviations from 
the mean. Outliers can affect correlations leading to an underestimate or overestimate of 
paths within modeling (Schumacker & Lomax, 2016). Outliers were found on one of the 
factor loadings for the latent sexual health risk behavior variable (i.e., had multiple 
sexual partners within the last 12 months). 
Several factors were considered in examining the outliers for this question. First, 
this variable in the survey was open ended. Open-ended count variables are often used in 
HIV prevention research, despite the distribution challenges that outliers cause 
(Schroder, Carey, & Vanable, 2003). Count variables are used because they provide in-
depth frequencies of sexual behaviors. Second, sample size can impact the probability of 
outliers. In studies with smaller samples sizes, it is more likely that a data point will be 
selected from the densely concentrated area of a normal distribution (Osborne & 
Overbay, 2004; Field, 2013). However, as a study population becomes larger, the sample 
population resembles the population from which it is selected. This increases the overall
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likelihood that outliers will be present in the sample population (Osborne & Overbay 
2004; Field, 2013). In essence, the outliers in studies with larger samples could be 
legitimate cases caused by the inherent variability of the population. 
Outliers were kept in this study because they are believed to be a part of the 
natural variability of the sampled population. Data collection in this study used venue-
driven sampling. This means that outlier participants were in the same venues as the rest 
of the participants. Outliers are most at risk of HIV infection and their risk could impact 
the risk of other participants. Outliers in this study represent less than 1% of the sample, 
which decreases the likelihood that an outlier data point would be selected for analysis. 
However, to minimize the effect of outliers, this variable was transformed into two risk 
groups. Using transformations allows outliers to be kept in a study with the skew and 
error variance possibly caused by outliers to be reduced (Hamilton,1992; Osborne, 
2005). 
The next step in analysis included assessing for multicollinearity. Multicollinearity 
occurs when multiple predictor variables are highly correlated with one another. 
Multicollinearity measurement errors can impact model fit indices (Grewal, Cote, & 
Baumgartner, 2004; Weston et al., 2008). However, multicollinearity, using variance 
inflation factors (VIF) among predictor variables were not found in this study. 
Additionally, bivariate correlations were examined to identify possible coefficient values 
of (.85) or higher. Results indicated that none of the bivariate correlations met or 
exceeded the recommended limit.
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Continuing preliminary analysis focused on reviewing the Skew and Kurtosis 
Indexes for each of the variables in this study. Acceptable skewness and kurtosis were 
found for continuous variables in this study. The evaluation of skewness and kurtosis 
was based on well-established norms of absolute value of the Skewness Index ≤ 3 and 
the absolute value of the Kurtosis Index being ≤ 8 (Curran, West, & Finch, 1996; Kline, 
2005). 
Preliminary analyses also included examining for missing data. Missing data in 
this study is believed to be missing at random (MAR). To account for minimal missing 
data, the Full Information Maximum Likelihood Method (FIML) in Mplus was utilized. 
In the FIML, missing data is estimated based on the population and sample parameters 
(Collins, Shafer, & Kam, 2001). Furthermore, FIML allows all available data 
information to be used to estimate the model (Kline, 2015). 
Main Data Analysis 
The main analysis in this study included SEM modeling. SEM modeling was 
chosen because of the ability to empirically determine how well a proposed theoretical 
model is empirically supported and represented within the data (Hays, Revicki, & 
Coyne, 2005; Kline, 2015). For this study, structural equation modeling provided the 
best fit for the hypothesized research questions of this study. 
Kline (2015) suggests the following guidelines for structural equation modeling: 
(a) model specification, (b) model identification, (c) data preparation (previously 
described), (d) model estimation, and (e) model modification. Model specification is 
used for creating and measuring variables, then identifying the hypothesized 
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relationships among all variables within a theoretical model (Kline, 2015). Model 
identification occurs when the theoretical parameters of the model are also statically 
identifiable within modeling software. Model estimation includes reviewing incremental 
and absolute fit indices. Incremental-fit indices, such as the comparative-fit index (CFI) 
and Tucker-Lewis Index (TLI), compare the raw chi-squared value to the baseline chi-
squared value (Hooper et al., 2008). Whereas absolute fit indices, including Root Mean 
Square Error of Approximation (RMSEA) and chi-square test of model fit (χ2), 
determine how well an a priori model fits the sample data and which model has the most 
superior fit (McDonald and Ho, 2002; Hooper et al., 2008, p. 53). In total, four fit 
indices are commonly used to evaluate fit: (a) chi-square test of model fit (χ2), (b) CFI, 
(c) TLI, and (d) RMSEA. Research suggests that models with good fit have indices that 
meet the following chi-squared (χ2) that is not statistically significant at the p < .05 
level; a chi-square to degrees of freedom ratio (χ2/df) < 3.0; RMSEA that is < .08; and 
CFI/TLI >.95 with adequate range including >.90 (Bentler, 1990; Hu & Bentler, 1999). 
Path coefficients are significant at p < .05. 
The last step in conducting SEM is model modification. When the a priori model 
has poor fit, then model modification indices can be incorporated into a new model. 
Researchers suggest the following guidelines in utilizing modification indices to 
improve model fit. Analysis for the a priori model is conducted to confirm the 
theoretical underpinnings that have been specified, whereas the modified model is 
exploratory and incorporation of modification indices must make theoretical sense 
(Kline 2015; Schreiber, Nora, Stage, Barlow, & King, 2006). Guidelines also suggest
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utilizing a small number of modification indices. Overall, the successfulness of the 
modified model is determined if it is statistically superior to the original model 
(Schreiber et al., 2006). 
Before the main analysis, a confirmatory factor analysis was conducted in order 
to determine how well the observed factor loadings described the underlying latent 
sexual health-risk construct (Kline, 2015; Schreiber et al., 2006). Findings suggest that 
three factors adequately measured the latent sexual health-risk behavior variable. Path 
coefficients are significant for each of the three factors: (a) having multiple sexual 
partners (B =.83; S.E. = .06, p < .001); (b) having sex while under the influence of a 
controlled substance at last sex (B = .10; S.E. = .04, p = .016); and (c) having a previous 
diagnosis of a sexually transmitted infection (STI) including syphilis, gonorrhea, 
chlamydia and other STI within the past 12 months (B = .30; S.E. = .03, p < .001). 
SEM Model 
To measure the hypothesis of this study, the Kline (2015) guidelines outlined in 
the preliminary data analysis section were completed. The SEM a priori model was 
estimated using Full Information Maximum Likelihood (FIML) to account for missing 
data. The theoretical model for the a priori model is presented in Figure 1. The 
following fit indices were obtained χ2 (N = 3,916, df = 29) = 293.676, p > .05; CFI = 
.85; TLI = .77; and RMSEA = .048. The results of the model indicate poor fit. 
Because poor fit of the overall model made the interpretation of the relationships 
within the model unsuitable, the next step was to review the modification indices to 
determine if a better fitting model was possible. To improve fit for the a priori model, 
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the model parameters were adjusted by adding four pathways. The added pathways 
included (a) age  engagement in HIV preventive practices, (b) HIV status  perceived 
discrimination, (c) sexual orientation  engagement in HIV preventive practices, and 
(d) HIV status  engagement in HIV preventive practices. Each of the added pathways 
has been previously studied within the literature (CDC, 2014; Harawa et al., 2014; 
Satterwhite et al., 2008). Additionally, age and HIV status were controlled for in the 
model. Statically, new pathways are added to an a priori model if their modification 
indices are 3.84 or above. The addition of these pathways (with modification indices 
3.84 or above) increases the fit of the model (Bowen, 2014). Each of the pathways added 
to the model had modification indices above 3.84. 
Subsequent analysis with the modified model included all of the original 
relationships from the a priori model in additional to the four new paths added. The 
modified model was identified. FIML was used to estimate missing data. Utilizing 
analysis bootstrapping 1000, the modified model obtained adequate fit χ2 (N = 3,916, df 
= 24) = 125.54, p > .05; CFI = .94; TLI = .89; RMSEA = .033. The modified model is 
statically superior to the original model based on the comparison of the chi-squared 
index. Figure 2 presents the modified model with all significant coefficient pathways 
with the addition of modified indices. Table 3 and Table 4 present all of direct and 
indirect path coefficients in the modified model.  
Modified Model Path Coefficients 
Hypothesis 1: There will be a relationship between sexual orientation (0 = gay; 1 =
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bisexual) and perceived discrimination 
There was not a statically significant relationship between a participant’s sexual 
orientation and experience of discrimination (p > .05). 
Hypothesis 2: Educational attainment will modify the sexual orientation-perceived
discrimination relationship 
A modifier is defined as a variable that influences the strength (increases or 
decreases) and direction of a relationship between two other variables (Baron, & Kenny, 
1986). In SEM, moderation effect are tested by creating a multiplied product term that 
consists of two predictor variables. A product term was created to further investigate if the 
relationship between sexual orientation and perceived discrimination depends on the 
educational attainment of participants. To create the product term, sexual orientation was 
multiplied by educational attainment. Controlling for age, results indicated that 
educational attainment was not a moderator for the sexual orientation-perceived discrimination 
relationship (p > .05). However, the direct relationship between educational attainment and 
perceived discrimination was significant. A negative relationship between educational 
attainment and perceived discrimination was found (B = -0.81; S.E. = .01, p < .001). 
Hypothesis 3: Perceived discrimination will mediate the educational attainment-sexual 
health risk behavior relationship 
A mediator is defined as “a variable that explains the relationship between two 
variables” (Baron, & Kenny, 1986, p. 1176). Statistically, mediators are indirect effects 
that introduce a third variable into the X-Y independent and dependent relationships 
(MacKinnon, Fairchild, & Fritz, 2007). In mediation, there is a causal relation between 
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X, the mediator Z, and the outcome variable Y (X Z Y). Mediation occurs when the 
XY relationship is no longer significant after the mediator Z is introduced. Controlling 
for age, a mediation effect was tested to see if perceived discrimination mediates the 
educational attainment-sexual health risk behavior relationship.  
To test the mediation, the following path coefficients were reviewed. First, a 
significant correlation between educational attainment (independent variable) and 
perceived discrimination (mediator) was found (B = -0.81; S.E. = .01, p < .001). Second, 
educational attainment (independent variable) was significantly correlated with sexual 
health risk behaviors (dependent) (B = .84; S.E. = .27, p = .002). Third, perceived 
discrimination (mediator) was significantly correlated with sexual health risk behavior 
(dependent variable) (B = 1.63; S.E. = .39, p < .001). Last, after adding perceived 
discrimination as a mediator, the relationship between educational attainment 
(independent) and sexual health risk behavior (dependent) was reduced to no 
significance (p > 05; p = .28). Therefore, most of the relationship between educational 
attainment and sexual health risk behavior is explained through the indirect pathway 
involving perceived discrimination. 
Hypothesis 4: Perceived discrimination will be positively correlated with sexual health 
risk behaviors 
Results indicated a statistically significant association between perception of 
discrimination and sexual health risk behaviors (B = 1.63; S.E. = .39, p < .001). The 
results did support the hypothesis outcome. 
Hypothesis 5: Engagement in HIV preventive practices will modify the perceived 
discrimination-sexual health risk behaviors relationship 
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Controlling for HIV status, a moderation effect was tested to determine if the 
relationship between perceived discrimination and sexual health risk behaviors depends 
on engagement in HIV preventive practice. To determine the possible moderator effect, 
a product term was created with perceived discrimination multiplied by engagement in 
HIV preventive practices. The findings indicate that perceived discrimination (B = 1.63; 
S.E. = .39, p < .001) was positively correlated with sexual health risk behaviors. And 
engagement in HIV Preventive Practices moderated the perceived discrimination sexual 
health risk behavior (B = -1.50; S.E. = .33, p < .001).  
The pathways added to the modified model were also significant. The results of 
this model indicate there is an association between age and HIV preventive practices (B= 
-.14; S.E. = .01, p < .001). Being older than age 50 was associated with the least 
engagement in HIV preventive practices. Other findings showed that there is an 
association between sexual orientation and engagement in HIV preventive practices 
(B = -.26; S.E. = .03, p < .001). In terms of HIV status, there was correlation between 
HIV status and perceived discrimination (B = .10; S.E. = .01, p < .001). Finally, a 
relationship between HIV status and engagement in HIV preventive practices was 
significant (B = 0.06; S.E. = .01, p < .001). 
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CHAPTER IV 
DISCUSSION
Few studies have examined how perceived discrimination could impact sexual 
health risk behaviors, specifically for African American gay and bisexual men. Thus, the 
purpose of this study was to examine if psychosocial variables, such as perceived 
discrimination and engagement in HIV preventive practices are associated with 
engagement in sexual health risk behaviors. A comprehensive review of the literature 
was completed and a hypothesized model was developed and tested to explore the 
complex nature of how perceived discrimination impacts engagement in sexual health 
risk behaviors. The results of this study are reviewed and discussed below. 
Hypothesis 1: There Will Be A Relationship Between Sexual Orientation (0 = gay; 
1 = bisexual) and Perceived discrimination 
The results did not support an association between sexual orientation and 
perceived discrimination. This differs from results of previous research that indicate 
there is a correlation between one’s sexual orientation and their perception of 
discrimination (Herek et al., 1999). One factor that could be influencing the lack of a 
significant finding is the measurement of perceived discrimination. As measured 
currently, participants are asked to determine if they perceived a discriminatory act 
based exclusively on their sexual orientation. However, the interaction between race 
and gender expression could also be impacting the perception of discrimination. Not 
including the intersectionality of race, gender expression, and sexual orientation in the
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measurement of perceived discrimination could lead to a skewed understanding of 
discrimination. More recent studies examining discrimination point to the fact that 
identities are not believed to be discrete or separable from another (Bostwick et al., 2014; 
Bowleg, 2008; Stirratt, Meyer, Ouellette, & Gara, 2008). Thus, the possible measurement 
error stemming from an attempt to isolate sexual orientation from participants’ racial 
identity and gender expression experiences is believed to be impacting the insignificant 
finding in this study. 
Research examining the effectiveness of the commonly used Everyday 
Discrimination Scale found distinctive patterns of experiences of discrimination for 
racial minorities and sexual minorities (Clark, Coleman, & Novak 2004; Jefferson, 
2014). Findings suggest that both minority groups frequently reported verbal 
aggression, impolite treatment, being the focus of negative opinions (Jefferson, 2014). 
However, individuals of color exclusively endorsed statements like “people act afraid 
of you” and “people think you are not as good” (Jefferson, 2014). Additionally, a 
previously mentioned study found that compared to their White counterparts, Queer 
People of Color (QPOC) were more likely to report experiencing discrimination based 
on race, gender, and/or sexual orientation (Bostwick et al., 2014). This study examined 
discrimination by utilizing the Experiences of Discrimination scales (Krieger et al., 
2005). In this study, participants were asked six Likert scale questions to determine if 
discriminatory events happened in health care, societal interactions, and employment, 
because of their racial identity, ethic identity, sexual orientation, or binary stated gender 
(Krieger et al., 2005). Additionally, variables were created measuring if participants 
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reported experiencing discrimination based on racial or ethnic, sexual orientation, or 
gender discrimination alone or a combination of these identities (Bostwick et al., 2014). 
Measuring discrimination by including intersectionality provided an in-depth 
understanding of how sexual orientation discrimination is impacted by race and gender 
(Bostwick et al., 2014). 
Both previously mentioned studies focused on participants’ reporting experiences 
of discrimination, while the current study focuses on the perception of discrimination. 
Therefore, future research is needed in establishing a scale or latent variable that 
incorporates intersectionality in measuring perceived discrimination. Specifically, for 
African American gay and bisexual men, intersectionality between race, sexual 
orientation, and gender expression should be included. Research has noted that non-
gender conforming gay or bisexual men, whose physical sex may be different than their 
expressed gender, also experience discrimination due to societal perceptions of their 
gender (Kattari & Hasche, 2016; Van, Bos, Kuyper, Overbeek, & Sandfort, 2016). 
Thus, in measuring the perception of discrimination among African American gay and 
bisexual men, gender expression should be included in future studies. Additionally, it is 
suggested that future research continues to psychometrically construct perceived 
discrimination similar to the Bostwick et al., 2014 study, while also including questions 
that determine how identity salience impact the perception of discrimination. For 
example, perceived discrimination can be determined by using a question from the 
Everyday Discrimination Scale (Clark et al., 2004) such as “Do people act as if they are 
afraid of you?” If a participant says yes to this question, a subsequent question could be
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“Do people act as if they are afraid of you because of your race, sexual orientation, 
gender expression or a combination of your identities?” 
Hypothesis 2: Educational Attainment Will Modify The Sexual Orientation-
Perceived Discrimination Relationship 
Results did not support educational attainment being a moderator for the sexual 
orientation-perceived discrimination relationship. This result differs from previous 
research that indicates educational attainment determines under what conditions the 
relationship between an individual’s sexual orientation and one’s perception of 
discrimination would differ (Zhang et al., 2012; Broman et al., 2000). There are two 
factors that could be impacting this statistically insignificant outcome. First, educational 
attainment, as measured by a single item in this study, might not be fully measuring what 
is derived from obtaining education. Educational levels are often used as a proxy for the 
components of skills obtained during the education process (Barro & Lee, 2013). Thus, 
using educational attainment as a proxy increases the odds of measurement error 
occurring. 
In general, education changes how individuals see and interact with their 
environments (McGlynn, 2012). Research supports that obtaining advanced education 
can: (a) increase contact with diverse populations and ideas, and (b) increase critical and 
analytical thinking skills (McGlynn, 2012). It is believed that the benefit of obtaining 
education could moderate the sexual orientation-perceived discrimination relationship. 
Specifically, it is believed that the increased ability of critical and analytical thinking 
skills could enhance cognitive appraisal, which is often used in attributing meaning to 
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discriminatory events. Cognitive appraisal is defined as the evaluative lenses that 
individuals utilize to make meaning of events that include an assessment of resources 
needed to manage stressful situations (Yap & Tong, 2009; Folkman, Lazarus, Dunkel-
Schetter, DeLongis, & Gruen, R. J., 1986). Thus, to better explore the possible 
moderation qualities of educational attainment, future research should focus on the 
following: (a) Use measures that examine how the appraisal process might differ based 
on educational attainment levels; in essence do appraisal abilities increase as educational 
attainment increases? (b) Continue to build up research that suggests that cognitive 
appraisal impacts the perception of discrimination (Mays, Cochran, & Barnes, 2007). 
And (c) as previously discussed, education is often used a proxy for the components of 
skills obtained during the education process (Barro & Lee, 2013). Thus, future studies 
are encouraged to measure and use the underlying skills and benefits obtained from 
education as variables, opposed to using education levels as a proxy. To obtain this 
information, it is suggested that an educational attainment variable be created that 
concurrently taps into appraisal abilities at each educational level. 
Although education attainment was not a moderator in this study, a direct 
relationship between educational attainment and perceived discrimination was 
statistically significant. There are mixed findings on the relationship between 
educational attainment and perceived discrimination (Abramson, Hashemi, & Sánchez-
Jankowski, 2015; Reilly et al., 2015). Results from the current study suggest that 
participants with the least amount of education perceived the most discrimination. This
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result is congruent with findings about the association between perceived discrimination 
and educational attainment among African American and LGBT populations (Reilly et 
al., 2015; Hausmann, Leslie Jeong, Kwonho, Bost, Ibrahim, & Said, 2008). Other studies 
suggest as educational attainment increases, perceived discrimination increases 
(Abramson et al, 2015). It is believed that this incongruence in findings between the 
educational attainment-perceived discrimination relationship is still based on the 
possibility that educational attainment (increased appraisal ability) is moderating the 
identity-perceived (i.e., sexual orientation) discrimination relationship. 
Hypothesis 3: Perceived Discrimination Will Mediate The Educational 
Attainment-Sexual Health Risk Behavior Relationship 
Results showed that perceived discrimination mediated the relationship between 
educational attainment and sexual health-risk behavior. This result supports previous 
research that has demonstrated perceived discrimination’s meditational proprieties in 
direct relationships within both racial and LGBT research (Fuller-Rowell, Curtis, El-
Sheikh, Duke, Ryff, & Zgierska, 2017; Matthews, Li, Aranda, Torres, Vargas, & 
Conrad, 2014; Wagner, Bogart, Galvan, Banks, & Klein, 2012). One study found that 
perceived discrimination mediates the relationship between sexual orientation and 
depression for LGBT youth (Almeida, Johnson, Corliss, Molnar, & Azrael, 2009). 
Another study suggests that perceived discrimination mediates the relationship between 
adult attachment style and depression for gay men (Zakalik &Wei, 2006). 
On the basis of this finding, continued research is needed to determine how 
perceived discrimination might mediate the relationship between educational attainment
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and specific health risk behaviors individually (i.e., having multiple sexual partners, having 
sex under the influence of substances, and being previously diagnosed with an STI). 
Additionally, research is needed to explore if perceived discrimination still 
mediates the educational attainment-perceived discrimination relationship within the 
context of the biopsychosocial theory. The biopsychosocial theory is based on the idea 
that health and illness are determined by interactions between biological, psychological, 
and social factors (Engle, 1978; Borrell-Carrió, Suchman, & Epstein, 2004). The 
mediation effect observed in this study focuses primarily on social and psychological 
aspects of the biopsychosocial model. Thus, future research is encouraged to examine if 
the biological factors of perceived discrimination, such as increased cortisol (Zeiders, 
Doane, & Roosa, 2012) might also be impacting the educational attainment-sexual 
health risk relationship. 
Hypothesis 4: Perceived Discrimination Will Be Positively Correlated With 
Sexual Health Risk Behaviors
The hypothesized positive relationship between perceived discrimination and 
sexual health risk behaviors was supported. This result supports previous research that 
indicates perceived discrimination impacts engagement in sexual health risk behaviors 
(Frye et al., 2014; Reilly et al., 2015). Meyer’s minority stress model is useful in 
explaining the relationship between perceived discrimination and sexual health risk 
behaviors (Meyer, 2003). The model proposes that negative health outcomes faced by 
LGBQ populations can be explained as a result of chronic experiences of minority stress 
and distal and proximal experiences of discrimination (Meyer, 2003). Minority stress is 
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described as excess stress that individuals from stigmatized social groups are exposed to 
as a result of a hostile societal view toward that minority status (Meyer, 2003; Brooks, 
1981; Meyer, 1995). Within the context of this study, experiences of minority stressors 
such as perceived discrimination can increase the likelihood of engaging in sexual health 
risk behaviors (Dentato, 2012; Diaz, Bein, & Ayala, 2006). 
Future research is encouraged in utilizing a SEM latent growth model that is 
based on the minority stress model. Latent growth models are used to estimate growth 
over time (Kline, 2015). Previous research has suggested that years of chronic minority 
stress have a direct correlation on the perception of discrimination and subsequent sexual 
health risk behaviors (Dentato, 2012). Thus, using latent growth modeling would allow 
for additional exploration of how minority stress and discrimination could impact sexual 
health risk behaviors over time. This modeling would allow examination of how 
perceived discrimination might also be predictive of individual sexual health risk factors 
(i.e., having multiple sexual partners, having sex under the influence of substances, and 
being previously diagnosed with an STI) over time. 
Hypothesis 5: Engagement in HIV Preventive Practices Will Modify The Perceived 
Discrimination-Sexual Health Risk Behaviors Relationship 
Hypothesis five proposed that engagement in HIV preventive practices would 
modify the perceived discrimination-sexual health risk behavior relationship. Results 
supported this hypothesis, with engagement in HIV preventive practices weakening the 
association between perceived discrimination and sexual health risk behaviors. This 
finding supports previous research that indicates discrimination and social biases can 
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impact HIV prevention and subsequent engagement in sexual health risk behaviors 
(Brooks, Etzel, Hinojos, Henry, & Mario Perez, 2005). 
However, as previously discussed, while there are mixed results, research has 
demonstrated that knowledge of HIV preventive practices alone does not decrease sexual 
risk behaviors (Hoehn, FitzGerald, Bhatt, Robinson, Lippe, & Reed, 2016; Noroozinejad, 
et al., 2013; Salgado et al., 1996). One particular study examined if high levels of HIV 
preventive knowledge decreased partaking in sexual risk behaviors (Hoehn et al., 2016). 
The results suggested that knowledge of HIV preventive practices alone was not 
sufficient in changing sexual practices (Hoehn et al., 2016). Best Practices in HIV 
Prevention (2014), a document created by the National LGBT Health and Education 
Center, suggests that HIV prevention programs that focus on increasing preventive 
knowledge without including psychosocial factors are likely less effective. 
The literature also presents several other factors that are needed in conjunction 
with knowledge of HIV preventive practices to decrease engagement in sexual health 
risk behaviors. Some of these factors include (a) focusing on the resilience of minority 
populations; (b) including the impact of life-long psychosocial stressors such as 
discrimination, homophobia and stigma; (c) helping individuals tackle environmental 
barriers that hinder the utilization of HIV prevention; (c) empowering and equipping 
communities to support healthy sexual discussions; and (e) helping individuals evaluate 
the risk of making assumptions about their partner(s) HIV status (Melendez, Zepeda, 
Samaniego, Chakravarty, & Alaniz, 2013; Mustanski, Garofalo, Herrick, & Donenberg, 
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2007; Rotheram-Borus, Swendeman, Flannery, Rice, Adamson & Ingram, 2009; Brooks, 
et al., 2005). 
As previously discussed, HIV preventive efforts often focus on increasing 
knowledge and decreasing behavior. However, based on the findings of this study, it is 
important to continue exploring how the internal processes underlying discrimination 
and utilization of HIV preventive practices together could decrease sexual health risk 
behaviors. Adapting this perspective means attempting to help individuals make 
meaningful changes to the internal process that affect engagement in sexual health 
behaviors. Therefore, future research is encouraged to continue exploring how HIV 
preventive practices are impacting the internal processes affecting the perceived 
discrimination-sexual health risk behavior relationship. Additionally, future research is 
encouraged to continue exploring if HIV preventive practices moderate the relationship 
between other psychosocial factors (i.e., stigma, internalized homophobia, and 
resiliency) and sexual health risk behaviors. 
It is also interesting to note that age impacted the utilization of HIV preventive 
practices. Specifically, utilization of HIV preventive practices are most associated with 
participants ages 20-44 in this study. Participants who are between 18-24 are less likely 
to engage in HIV preventive practices compared to participants ages 20-44. However, 
the 18-24 group is still more likely to engage in HIV preventive practices than 
participants who are above age 50. These findings are congruent with previous research 
findings (CDC, 2017b). The CDC presents that older individuals encounter the same risk 
of HIV infection as younger individuals (CDC, 2017b). However, older individuals may
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believe they are no longer at risk for HIV and could mistake HIV symptoms for those of 
normal aging, not considering HIV as a possible cause (CDC, 2017b). 
Results also indicated bisexual participants reported less engagement in HIV 
preventive practices. There are few studies that examine HIV preventive practices and 
sexual health risk behaviors of bisexual men. However, one study examining risk factors 
among heterosexual and LGB youth found that bisexual males were more likely to report 
a higher number of sexual partners, and earlier ages of sexual debut (Everett, Schnarrs, 
Rosario, Garofalo, & Mustanski, 2013). Added to the complexity of this finding is the 
possible correlation between HIV preventive practices used by bisexual men with men 
and women. Previous research suggests that (a) the frequencies of HIV preventive 
practices are different with male and female partners and (b) HIV preventive practices 
and unsafe sexual behaviors with female partners might also be correlated to bisexual 
men practices with male partners (Friedman, Wei, Klem, Silvestre, Markovic, 2014; 
Harawa et al., 2014; Greco, Silca, Merchan-hamann, Jeronymo, Andrade, & Greco, 
2007). Therefore, the diversity of behavior among bisexual participants could be 
impacting the measurement and reports of engagement in HIV preventive practices. 
In addition, results suggested that there is a correlation between HIV status and 
the perception of discrimination. Particularly, having an HIV-positive status is 
associated with increased perception of discrimination. Two factors are believed to 
influence this finding. As previously stated in this study, identity and identity-salience 
impacts how individuals view themselves, other identity roles, and others within their 
environments (Hogg, Terry, & White, 1995). Salience of an identity also determines 
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how probable identities will be activated across a variety of situations (Hogg et al., 
1995). A diagnosis of HIV can lead to the formation of a stigmatized chronic illness 
identity that can become salient. According to Baumgartner and Niemi (2013), being 
diagnosed with HIV becomes a part of that individual’s self-identity. This newly formed 
identity, in turn, is believed to shape the perception of discrimination. Research suggests 
that African Americans who are HIV-positive experience frequent stigma, discrimination, 
and social stress related to how others perceive their HIV status. These negative 
experiences increase the perception of subsequent stigmatization (Williamson, Mahmood, 
Kuhn, Thames, & Health, 2017). These findings, in turn, support an increased perception 
of discrimination because of the identity salience or impact of an HIV-positive diagnosis 
for participants who are HIV positive. 
A second factor is also believed to impact the perception of discrimination for 
African American HIV-positive gay and bisexual men. Continuing with the previous 
rationale that having an HIV-positive status can become a chronic illness identity, it is 
believed that HIV status interacts with other marginalized identities (Baumgartner & 
Niemi, 2013). This interaction or intersectionality between race, sexual orientation, and 
positive HIV status could also impact the perception of discrimination. African 
American HIV-positive gay and bisexual men could encounter discrimination and 
homophobia from the larger African American community, because of skewed societal 
pairing of sexual orientation and HIV infection. Historically, within the African 
American community, HIV infection was attributed to African American gay and 
bisexual men. During the late 1900s and early 2000s, the belief persisted that gay, 
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bisexual men, or “down low men” were responsible for high rates of HIV infection 
among African American heterosexual women (Millett, Malebranche, Mason, & Spikes, 
2005). While this stereotypical belief has been disproven (Millett et al., 2005), these 
skewed negative beliefs could still impact the perception of discrimination and stigma by 
participants in this study. 
Previous research suggests that individuals who are HIV positive are more likely 
to engage in HIV preventive practices than individuals who a HIV negative (Moskowitz 
& Seal, 2001; Kalichman et al., 2016). This study presents similar finding: There is a 
relationship between being HIV positive and engaging in HIV preventive practices. One 
possible factor underlying this finding is that participants who are HIV positive face 
different consequences when they do not engage in HIV preventive practices. For 
example, there can be legal ramifications for not informing sexual partners of their HIV 
status (Kalichman, et al., 2016). Thus, the risks of engaging in sexual health risk behaviors 
that can lead to HIV infection are greater for participants who are HIV positive. 
As previously discussed, receiving an HIV-positive diagnosis can create an HIV-
related chronic illness identity. Research proposes that having this identity can impact 
sexual behaviors, partner selection, and interpersonal communication about HIV status 
(Kalichman et al., 2016). Within the present study, it is believed that this chronic illness 
identity also underlies an increased likelihood of engaging in HIV preventive practices.
Future research is needed to explore if knowledge of higher rates of HIV 
infection, among African American gay and bisexual men, could be negatively 
impacting engagement in HIV preventive practices. As previously mentioned, recent
49 
statistics published by the CDC (2017a) reported that if HIV diagnosis persists, the 
lifetime risk for HIV infection among African American gay and bisexual men is one in 
two. This report presents a possible bleak outcome for African American gay and bisexual 
men. Research also indicates that African American gay and bisexual men are more likely 
to have Black sexual partners (Koblin et al., 2013). Therefore, this possible bleak outcome 
paired with (a) individuals living longer with HIV (CDC, 2016) and (b) the smaller 
exclusive dating selection could decrease engagement in HIV preventive practices for 
African American gay and bisexual men who are HIV negative. This could be based on  
an assumed probability that HIV infection is likely. Thus, future research is needed to 
explore these complex relationships. 
Limitations 
Before discussing the implications of the study, it is important to recognize the 
limitations. One limitation of this study is that the data was collected cross-sectional. 
With cross-sectional data, only associated relationships can be obtained, but casual 
inferences cannot be made. Future longitudinal cohort research, that measures 
discrimination as a predictor of sexual health risk behavior, could provide further 
understanding of this topic. A longitudinal study can determine if continued perceived 
discrimination still impacts or increases sexual health risk behaviors consistently. 
Research studies also suggest that longitudinal research is needed to understand the 
impact of lifetime discrimination, psychosocial, stressors on subsequent health outcomes 
(Noh & Kaspar, 2003). 
Another limitation is limited generalizability. This study is not generalizable to 
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African American gay and bisexual men who live in rural areas, as the data was 
collected in metropolitan cities. The literature presents several differences among urban 
and rural gay and bisexual men (Peterson & Jones, 2009). Other factors that narrow 
generalizability are that the sample is comprised of more educated participants and that a 
large number of the participants identified as gay. Additionally, the majority of the 
sample reported being tested for HIV. This limits the generalization to African American 
gay and bisexual men who have been previously tested for HIV. 
An additional limitation centers on the face validity of the engagement in HIV 
preventive practices. According to the theory on planned behavior there are distinct 
differences between having knowledge and engaging in preventive behavior (Ajzen, 
1985). Therefore, based on the theory of planned behavior, removing the following items 
from the original five-item engagement in HIV Preventive practices variable: (a) “having 
participated in an HIV preventive session in a one-on-one setting; and (b) “having 
participated in an HIV preventive session in a group setting”, potentially changed the 
variable from an engagement-based variable to a knowledge-based variable. These two 
items were removed due to low reliability of the original five item variable. Thus, future 
research is needed in constructing an engagement-based HIV preventive practices 
variable. Another limitation for the engagement in HIV preventive practices is the low 
Cronbach’s alpha. Cronbach’s alpha is a reliability measurement. Cronbach’s alpha 
measures internal consistency, essentially how closely related questions are in measuring 
an overall construct. Scores close to or higher than .80 indicate good internal consistency 
(Garson, 2013; Tavakol & Dennick, 2011). Scores .70 or higher are considered 
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acceptable (Garson, 2013; Tavakol & Dennick, 2011). The engagement in HIV 
preventive practices obtained a Cronbach’s alpha of .42, indicating low internal 
consistency. However, this can be attributed to the fact that alpha is sensitive to the 
number of questions and the type of questions utilized. Garson (2013) indicates that low 
alpha can occur when there are few items describing a scale or factor. Low alpha can 
also occur when items are dichotomous, compared to Likert-scale or continuous items. 
Thus, the low alpha obtained by the engagement in HIV preventive practice could have 
occurred because of the low number of questions and dichotomous questions used. 
Future research constructing an HIV preventive construct with good internal consistency 
is needed. 
The perceived discrimination construct received an alpha of .60, which is closer 
to the acceptable range. The measurement of discrimination omits possible perceived 
discrimination occurring due to other minority status, thus possibly impacting the 
internal consistency of the item. Only sexual orientation discrimination was measured in 
this study. However, racial discrimination, and gender expression based discrimination 
could also impact the perception of sexual orientation discrimination. Future research is 
needed in how QPOC intersecting identities and gender expression impact the perception 
of discrimination. Other researchers have noted the need for utilizing intersectionality in 
measuring discrimination constructs (Seaton et al.,2010; Dentato, 2012). 
Additionally, having path coefficient greater than one suggest that there could be 
multicollinearity (Jöreskog, 1999). There are mixed findings on how multicollinearity 
may impact SEM, as some studies have found legitimate times that multicollinearity has 
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occurred and not biased estimated coefficients (Grewal et al., 2004; Deegan, 1978; 
Jöreskog, 1999;). Grewal et al., (2004) suggest that multicollinearity can be affected by 
(a) sample size, with smaller sample sizes being more likely to encounter 
multicollinearity, and (b) and when variable composite reliability is low. Thus, it is 
believed that the composite reliability of perceived discrimination and engagement in 
HIV preventive practices could be impacting multicollinearity. As previously stated, 
future research is needed in creating perceived discrimination and engagement in HIV 
preventive practices variables with greater internal consistency. 
Finally, due to the complex inclusion and exclusion criteria of the NHBS 
interview survey, other factors included in the NHBS survey that are believed to increase 
the risk of HIV among gay and bisexual men were not included in this study. As 
mentioned before, the NHBS utilizes a structure interview formation. Some questions 
had inclusion/exclusion criteria for additional questions (therefore, participants who 
answer “no” to the original pre-request questions are directed to another set of 
questions). Sexual health risk behaviors that are not easily assessed without the inclusion 
of causal and or main partners include condomless anal sex, having hepatitis B (HBV), 
and hepatitis C (HCV). These factors are important because the literature suggests they 
increase the risk of HIV infection. Findings suggest that gay and bisexual men often 
acquire HIV through condomless anal sex (CDC, 2015b) and HBV/HCV infections are 
similarly transmitted as HIV (CDC, 2015b). Therefore, future research is needed to 
construct a latent sexual health risk behavior variable that includes additional risk 
factors. Moreover, future research is encouraged to create a multidimensional latent 
sexual health risk variable for African American gay and bisexual men. The suggested 
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dimensions include (a) risk behaviors, (b) biological risk, such as inflammation caused 
by other STIs that increases susceptibility to HIV infection, and (c) psychosocial risk, 
such as age of sexual debut. Risk behaviors, such as condomless anal sex and those 
included in this study, are frequently used in the literature to measure sexual health risk 
behaviors. However, there are biological and psychosocial factors that also increase risk 
of HIV infection that are not rooted in behavior (Peterman, Newman, Maddox, Schmitt, 
&, Shiver, 2014). 
For example, research suggests that syphilis biologically facilitates the 
acquisition and transmission of HIV infection (Mehta, Ghanem, Rompalo, & Erbelding, 
2006; Pathela, Braunstein, Schillinger, Shepard, Sweeney, & Blank, 2011). In terms of 
psychosocial risk factors, things like age of sexual debut, depression, concurrent 
partners, low self-esteem, and low social support have all been examined as factors 
possibly leading to increased HIV infection (Gerbi, Habtemariam, Robnett, Nganwa, & 
Tameru, 2012; Ramiro, Teva, Bermúdez, & Buela-Casal, 2013; Beyrer, Baral, Walker, 
Wirtz, Johns, & Sifakis, 2010; Pettifor, Straten, Dunbar, Shiboski, & Padian, 2004). 
Overall, each of three factors are associated with HIV infection; however, all uniquely 
attributable to HIV infection. Thus, warranting specific factors within a latent sexual 
health risk variable is important. 
Recommendations and Implications 
Based on the results of this study and previous research, the following 
implications are suggested. There is a necessity for psychological and health scholars 
who are exploring predictors of sexual health behaviors to take into account psychosocial 
factors like perceived discrimination. The following research recommendations are made
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for those who are exploring the impact of perceived discrimination on sexual health risk 
behaviors, for African American gay and bisexual men. 
Based on the insignificant relationship between perceived discrimination and 
sexual orientation found in this study, the following recommendations are made. First, 
The perceived discrimination construct, in this study, measures only sexual orientation 
discrimination. However, intersecting minority group membership and identity salience 
can impact the perception of discrimination; thus, both concepts should be included in 
the exploration of perceived discrimination (Meyer, 2003; Seaton et al., 2010; Dentato, 
2012). This approach is also suggested over viewing perceived discrimination as a 
byproduct of behaviors, which is an underlying assumption when the term MSM is used 
in conjunction with discrimination (Wilson & Miyashita, 2016). 
Second, in the psychological field constructs, scales, and theoretical models are 
created to provide in-depth understanding of a phenomenon. The process of creating a 
construct or a scale is tedious, but the end result aids in the ability to bring insight to 
complex internal processes underlying behavior. Thus, additional recommendations 
based on this study include continuing to examine sexual health risk behaviors as a latent 
construct, as well as utilizing structure equation modeling in examining and comparing 
theoretical models aiming to explain complex relationships that can lead to HIV 
infection (Noar & Zimmerman, 2005). 
The results of this study also have the potential to impact prevention and 
intervention work for mental health providers and health promoters. This study suggests 
that there are multiple ways for practitioners working with African American gay and 
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bisexual men to intervene on the perceived discrimination-sexual health risk behavior 
relationship. It is important to first acknowledge ways that mental health providers can 
address perceived discrimination in counseling. 
Given that the study found a relationship between perceived discrimination and 
sexual health risk behaviors, mental health and health providers can intervene in this 
detrimental relationship by (a) assessing the client’s history for discriminatory 
victimization and perceptions of discrimination by utilizing the Every Day 
discrimination scale (Clark et al., 2004) or other discrimination scales (Atkins, 2014), 
and (b) assessing for the impact of perceived discrimination on sexual health risk 
behaviors. Specifically, by seeking to understand how internalized perceived 
discrimination could be impacting engagement in sexual health risk behaviors.  
No overall significant difference was found in the perception of sexual 
orientation discrimination between African American gay and bisexual men. However, 
previous literature still suggests that bisexual individuals may perceive the source and 
types of discrimination differently than their gay male counterparts (Klesse, 2011). For 
example, research suggests that bisexual individuals may be faced with challenges of the 
validity of bisexuality as a sexual orientation (Klesse, 2011; Mulick & Wright, 2002; 
Kollen, 2013). Previous research also suggests that bisexual individuals are less likely to 
feel included in the LGBT community (Mulick & Wright, 2007). Additionally, the 
sources of discrimination can be different for African American bisexual men than for 
their gay counterparts. Therefore, it is encouraged that mental health and health 
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providers validate bisexuality as a sexual orientation, and explore the unique perception 
of discrimination that African American bisexual men can have. 
Given that participants reported perceived discrimination due to their sexual 
orientation and that the perception of discrimination also impacts the perception of 
safety, mental health and health providers should acknowledge ways that safety might be 
threatened in the provider-client relationship. Practitioner biases toward African 
American gay and bisexual men can interfere with clients’ perceived safety. These 
biases limit the successfulness of weakening the perceived discrimination-sexual health 
risk behavior relationship. In the LGB counseling guidelines published by the American 
Psychological Association, it states, “psychologists need to acknowledge the prevalence 
and impact of HIV among LGB populations” (2011, p. 23). Additionally, the guidelines 
state that mental health providers should “avoid any assumptions pertaining to a client’s 
HIV status based on sexual orientation or other demographic characteristics” (2011, p. 
24). Thus, for practitioners working with this population, automatically assuming that 
African American gay and bisexual men are HIV positive can increase their perception 
of discrimination. In addition, this practitioner assumption decreases the perception of 
interpersonal safety within the therapeutic relationship. Finally, negative implicit and 
explicit biases about African American gay and bisexual men can also undermine the 
effectiveness of the provider-client relationship. Therefore, mental health and health 
providers are encouraged to engage in self-exploration of biases. The providers should 
challenge their negative implicit and explicit biases that can detrimentally decease 
opportunities to engage in meaningful conversations about HIV prevention.
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Related specifically to HIV prevention efforts, the following implications are 
made. It is encouraged that future behavioral health HIV prevention programs include 
ways of decreasing discrimination and other detrimental psychosocial factors, while also 
increasing knowledge of HIV preventive practices. One of the findings of this study 
suggests that the interaction between perceived discrimination and engagement in HIV 
preventive practices could be related to a decrease in sexual health risk behaviors. 
Therefore, it is suggested that HIV prevention programs include intervention strategies 
that help participants change the psychosocial-based internal process that impacts sexual 
health risk behaviors. 
Previous research has demonstrated consistent support for the effectiveness of 
decreasing sexual health risk behaviors utilizing group and community-level 
interventions among gay and bisexual men (Lorimer, Kidd, Lawrence, McPherson, 
Cayless, & Cornish, 2013). Additionally, research determined that interventions are most 
effective when delivered by trained professionals who utilize theory-based interventions 
(Lorimer, 2013; Crepaz et al., 2006). Building upon these research findings, it is 
suggested that HIV prevention programs create group interventions that are led by 
interdisciplinary care teams. Utilizing a care team, treatment models would allow for 
holistic-focused interventions needed in decreasing the impact of discrimination on 
sexual health risk behaviors. Finally, based on previously discussed findings, African 
American bisexual men need HIV prevention interventions addressing their specific risk 
needs.
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CHAPTER V
SUMMARY AND CONCLUSIONS
This study examined if psychosocial variables like perceived discrimination, 
educational attainment, and HIV preventive practices impact engagement in sexual 
health risk behaviors for African American gay and bisexual men. The study explored 
how sexual orientation discrimination might be different for African American gay men, 
compared to their bisexual counterparts. Major findings of the originally proposed 
hypothesis indicated that perceived discrimination mediated the educational attainment-
sexual health risk behavior relationship, while controlling for age. Findings also 
indicated that perceived discrimination increased the likelihood of engaging in sexual 
health risk behaviors. Additionally, it was found that engaging in HIV preventive 
practices weakened the association between perceived discrimination and sexual health 
risk behaviors. 
Several limitations existed in the study. First, the study was cross sectional; thus, 
inferences about causality are not possible. Second, generalizability is limited. 
Generalizability is limited to African American gay and bisexual men who live in 
metropolitan cities. Third, the engagement in HIV preventive practices construct 
obtained a low Cronbach’s alpha (.43). However, this is believed to be impacted by 
having a small number of dichotomous questions. Alpha is a better source of reliability 
when there are more questions, using Likert scale measurements. Fourth, sexual 
orientation discrimination is measured in this study. However, other marginalized 
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identities could be impacting the perception of discrimination for participants. The finial 
limitation discussed is that other factors associated with HIV infection among gay and 
bisexual men were not included, due to the complex nature of the NHBS interview. 
Overall, this research study highlights the importance of exploring how 
psychosocial factors impact the perception of discrimination and the possible subsequent 
engagement in sexual health risk behaviors. Acknowledgement of how perceived 
discrimination impacts engagement in sexual health risk behaviors is important in 
developing future research studies. The results of this study also have practical 
implications for developing new HIV preventive efforts and mental health interventions.
60 
REFERENCES
Abramson, C. M., Hashemi, M., & Sánchez-Jankowski, M. (2015). Perceived 
discrimination in U.S. healthcare: Charting the effects of key social characteristics 
within and across racial groups. Preventive Medicine Reports, 2, 615-621. 
doi:10.1016/j.pmedr.2015.07.006 
Alarie, M., & Gaudet, S. (2013). I don't know if she is bisexual or if she just wants to get 
attention: Analyzing the various mechanisms through which emerging adults 
invisibilize bisexuality. Journal of Bisexuality, 13(2), 191-214. 
doi:10.1080/15299716.2013.780004 
Almeida, J., Johnson, R. M., Corliss, H. L., Molnar, B. E., & Azrael, D. (2009). Emotional 
distress among LGBT youth: The influence of perceived discrimination based on 
sexual orientation. Journal of Youth and Adolescence, 38(7), 1001-1014. 
doi:10.1007/s10964-009-9397-9 
American Psychological Association. (2015). Understanding Sexual Orientation and 
Gender Identity. Retrieved from http://www.apa.org/helpcenter/sexual-
orientation.aspx
American Psychological Association. (2011). The Guidelines for Psychological Practice 
with Lesbian, Gay, and Bisexual Clients, Adopted by the APA Council of 
Representatives. Retrieved from
http://www.apa.org/pi/lgbt/resources/guidelines.aspx 
61 
Atkins, R. (2014). Instruments measuring perceived racism/racial discrimination: Review 
and critique of factor analytic techniques. International Journal of Health Services, 
44(4), 711-734. doi:10.2190/HS.44.4.c  
Ajzen, I. (1985). From intentions to actions: A theory of planned behavior. Action 
Control,1, 11-39. doi:10.1007/978-3-642-69746-3_2 
Bachanas, P., Medley, A., Pals, S., Kidder, D., Antelman, G., Benech, I., & Cherutich, P. 
(2013). Disclosure, knowledge of partner status, and condom use among HIV-
positive patients attending clinical care in Tanzania, Kenya, and Namibia. AIDS 
Patient Care and STDs, 27(7), 425-435. doi:10.1089/apc.2012.0388 
Badgett, M. (2009). Bias in the workplace: Consistent evidence of sexual orientation and 
gender identity discrimination. Chicago-Kent Law Review, 84(2), 559-595. 
Retrieved from https://williamsinstitute.law.ucla.edu/research/discrimination/bias-
in-the-workplace-consistent-evidence-of-sexual-orientation-and-gender-identity-
discrimination/ 
Balsam, K. F., & Mohr, J. J. (2007). Adaptation to sexual orientation stigma: A comparison 
of bisexual and lesbian gay adults. Journal of Counseling Psychology, 54(3), 306-
319. doi:10.1037/0022-0167.54.3.306 
Bandura, A. (1986). Social foundations of thought and action: A social cognitive theory.
Englewood Cliffs, NJ: Prentice-Hall, Inc. 
Banks, K. H., Kohn-Wood, L. P., & Spencer, M. (2006). An examination of the African 
American experience of everyday discrimination and symptoms of psychological
62 
distress. Community Mental Health Journal, 42(6), 555-570. doi:10.1007/s10597-
006-9052-9 
Barro, R. J., & Lee, J. W. (2013). A new data set of educational attainment in the world, 
1950–2010. Journal of Development Economics, 104, 184-198. 
doi:10.1016/j.jdeveco.2012.10.001 
Bauer, G. R. (2014). Incorporating intersectionality theory into population health research 
methodology: Challenges and the potential to advance health equity. Social Science 
& Medicine,11, 10-17. doi:10.1016/j.socscimed.2014.03.022 
Baumgartner, L. M., & Niemi, E. (2013). The perceived effect of HIV/AIDS on other 
identities. The Qualitative Report, 18(8), 1-23. Retrieved from 
http://nsuworks.nova.edu/tqr/vol18/iss8/1 
Bentler, P. M. (1990). Comparative fit indexes in structural models. Psychological Bulletin, 
107(2), 238-246. doi:10.1037/0033-2909.107.2.238 
Bernstein, K. T., Liu, K., Begier, E. M., Koblin, B., Karpati, A., & Murrill, C. (2008). 
Same-sex attraction disclosure to health care providers among New York City men 
who have sex with men: Implications for HIV testing approaches. Archives of 
Internal Medicine, 168(13), 1458-1464. doi:10.1001/archinte.168.13.1458 
Bernstein, M., & Swartwout, P. (2012). Gay officers in their midst: Heterosexual police 
employees' anticipation of the consequences for coworkers who come out. Journal 
of Homosexuality, 59, 1145-1166. doi:10.1080/00918369.2012.673945 
Berrill, K. T. (1990). Anti-gay violence and victimization in the United States: An 
overview. Journal of Interpersonal Violence, 5(3), 274-294.  
63 
Beyrer, C., Baral, S. D., Walker, D., Wirtz, A. L., Johns, B., & Sifakis, F. (2010). The 
expanding epidemics of HIV type 1 among men who have sex with men in low-and 
middle-income countries: Diversity and consistency. Epidemiologic Reviews, 32(1), 
137-151. doi:10.1093/epirev/mxq011 
Borrell-Carrió, F., Suchman, A. L., & Epstein, R. M. (2004). The biopsychosocial model 
25 years later: Principles, practice, and scientific inquiry. The Annals of Family 
Medicine, 2, 576-582. doi: 10.1370/afm.245 
Bostwick, W. B., Boyd, C. J., Hughes, T. L., West, B. T., & McCabe, S. E. (2014). 
Discrimination and mental health among lesbian, gay, and bisexual adults in the 
United States. American Journal of Orthopsychiatry, 84(1), 35-45. 
doi:10.1037/h0098851 
Broman, C. L., Mavaddat, R., & Hsu, S. (2000). The experience and consequences of 
perceived racial discrimination: A study of African Americans. Journal of Black 
Psychology, 26(2), 165-180. doi: 10.1177/0095798400026002003 
Brooks, V. R. (1981). Minority stress and lesbian women.  Lexington, MA: Lexington 
Books. 
Brooks, R. A., Etzel, M. A., Hinojos, E., Henry, C. L., & Perez, M. (2005). Preventing HIV 
among Latino and African American gay and bisexual men in a context of HIV-
related stigma, discrimination, and homophobia: perspectives of providers. AIDS 
Patient Care & STDs, 19, 737-744. doi:10.1089/apc.2005.19.737 
64 
Bowleg, L. (2008). When Black+ lesbian+ woman≠ Black lesbian woman: The 
methodological challenges of qualitative and quantitative intersectionality research. 
Sex Roles, 59(5-6), 312-325. doi: 10.1007/s11199-008-9400-z 
Clark, R., Coleman, A. P., & Novak, J. D. (2004). Brief report: Initial psychometric 
properties of the everyday discrimination scale in Black adolescents. Journal of 
Adolescence, 27(3), 363-368. doi:10.1016/j.adolescence.2003.09.004 
Carliner, H., Sarvet, A. L., Gordon, A. R., & Hasin, D. S. (2017). Gender discrimination, 
educational attainment, and illicit drug use among US women. Social Psychiatry 
and Psychiatric Epidemiology, 52, 1-11. doi:10.1007/s00127-016-1329-x 
Centers for Disease Control and Prevention. (2017a). HIV among gay and bisexual men 
(CDC Factsheet). Retrieved from 
https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/cdc-msm-508.pdf 
Centers for Disease Control and Prevention. (2017b). HIV Among people aged 50 and over. 
(CDC Factsheet). Retrieved from 
https://www.cdc.gov/hiv/group/age/olderamericans/ 
Centers for Disease Control. (2016). Compendium of evidence-based interventions and 
best practices for HIV prevention (CDC Factsheet).  Retrieved from 
https://www.cdc.gov/hiv/basics/livingwithhiv/ 
Centers for Disease Control. (2015a). Compendium of evidence-based interventions and 
best practices for HIV prevention (CDC Factsheet). Retrieved from 
http://www.cdc.gov/hiv/prevention/research/compendium/
65 
Centers for Disease Control. (2015b). National HIV Behavioral Surveillance (NHBS)
Retrieved from http://www.cdc.gov/hiv/statistics/systems/nhbs/ 
Centers for Disease Control and Prevention, National HIV Behavioral Surveillance, 20 U.S. 
Cities. (2014a). HIV Infection Risk, Prevention, and Testing Behaviors among Men 
Who Have Sex With Men (HIV Surveillance Special Report 15). Retrieved from 
http://www.cdc .gov/hiv/library/reports/surveillance/#panel2. 
Centers for Disease Control. (2014b). HIV communication among gay and bisexual men. 
(CDC Factsheet).  Retrieved from 
http://www.cdc.gov/nchhstp/newsroom/docs/2014/HIV_Communication-Among-
MSM-Infographic-508_Print.pdf 
Center for Disease Control (2012). Estimated HIV incidence in the United States, 2007-
2010 (CDC Factsheet). Retrieved from http://www.cdc.gov/hiv/group/msm/ 
Centers for Disease Control and Prevention. (2011a). Stigma and discrimination (CDC 
Factsheet). Retrieved from http://www.cdc.gov/msmhealth/stigma-and-
discrimination.htm 
Centers for Disease Control and Prevention. (2011b). HIV and AIDS among African 
American gay and bisexual men (CDC Factsheet).  Retrieved from 
http://www.cdc.gov/hiv/group/msm/bmsm.html 
Center for Disease Control and Prevention (2006). Human immunodeficiency virus (HIV) 
risk, prevention, and testing behaviors: United States, national HIV behavioral 
surveillance system: men who have sex with men, November 2003 [to] April 2005 
66 
(CDC Surveillance Summaries). Retrieved from 
https://www.cdc.gov/Mmwr/preview/mmwrhtml/ss5506a1.htm 
Collins, L. M., Schafer, J. L., & Kam, C. M. (2001). A comparison of inclusive and 
restrictive strategies in modern missing data procedures. Psychological Methods, 
6(4), 330-351. doi:10.1037//1082-989X.6.4.330 
Crepaz, N., Lyles, C. M., Wolitski, R. J., Passin, W. F., Rama, S. M., Herbst, J. H., ... & 
HIV/AIDS Prevention Research Synthesis (PRS) Team. (2006). Do prevention 
interventions reduce HIV risk behaviours among people living with HIV? A meta-
analytic review of controlled trials. AIDS, 20, 143-157. 
doi:10.1097/01.aids.0000196166.48518.a0 
Croteau, J. M., & Bieschke, K. J. (1996). Beyond pioneering: An introduction to the special 
issue on the vocational issues of lesbian women and gay men. Journal of Vocational 
Behavior, 48(2), 119-124. doi: 10.1006/jvbe.1996.0012 
Curran, P. J., West, S. G., & Finch, J. F. (1996). The robustness of test statistics to 
nonnormality and specification error in confirmatory factor analysis. Psychological 
Methods, 1(1), 16. doi:10.1037/1082-989X.1.1.16 
Cutler, D. M., & Lleras-Muney, A. (2006). Education and health: Evaluating theories and 
evidence. NBER Working Paper No. 12352. Cambridge, MA. doi: 10.3386/w12352
D'Augelli, A. R. (1994). Identity development and sexual orientation: Toward a model of 
lesbian, gay, and bisexual development. In E. J. Trickett, R. J. Watts, & D. Birman 
(Eds.), Human Diversity: Perspectives on People in Context (pp. 312-333). San 
Francisco: Jossey-Bass. 
67 
Dentato, M. P. (2012). The minority stress perspective. Psychology and AIDS Exchange 
Newsletter. Retrieved from 
http://www.apa.org/pi/aids/resources/exchange/2012/04/minority-stress.aspx 
Deegan, J. (1978). On the occurrence of standardized regression coefficients greater than 
one. Educational and Psychological Measurement, 38, 873-888.  
Department of State Health Services, (2013). Texas STD and HIV epidemiology profile 
(Report). Retrieved from https://www.dshs.state.tx.us/hivstd/reports/ 
Diamond, L. M. (2006). What we got wrong about sexual identity development: 
Unexpected findings from a longitudinal study of young women. In A. M. Omoto, 
& H.W. Kurtzman (Eds.), Sexual orientation and mental health: Examining identity 
and development in Lesbian, Gay, and Bisexual People (pp.73-94) Washington, 
DC: American Psychological Association. 
Diamond, L. M. (2014). Careful what you ask for: Reconsidering feminist epistemology 
and autobiographical narrative in research on sexual identity development. Signs, 
40(1), 471-492. 
Díaz, R. M., Bein, E., & Ayala, G. (2006). Homophobia, poverty, and racism: Triple 
oppression and mental health outcomes in Latino gay men. Washington, DC: 
American Psychological Association. 
Dudley Jr, R. G. (2013). Being Black and Lesbian, Gay, Bisexual or Transgender. Journal 
of Gay & Lesbian Mental Health, 17, 183-195. doi:10.1080/19359705.2013.768171 
68 
Dworkin, S. H., & Yi, H. (2003). LGBT identity, violence, and social justice: The 
psychological is political. International Journal for the Advancement of Counseling, 
25(4), 269-279. doi:10.1023/B:ADCO.0000005526.87218.9f 
Eaton, D. K., Kann, L., Kinchen, S., Shanklin, S., Ross, J., & Hawkins. (2012). Youth risk 
behavior surveillance--United States 2007. Morbidity and Mortality Weekly Report. 
Surveillance Summaries, 57(4), 1-131. 
Eaton, L. A., Cherry, C., Cain, D., & Pope, H. (2011). A novel approach to prevention for 
at-risk HIV-negative men who have sex with men: Creating a teachable moment to 
promote informed sexual decision-making. American Journal of Public Health, 
101(3), 539-545. doi:10.2105/AJPH.2010.191791  
Engel, G. L. (1978). The biopsychosocial model and the education of health professionals. 
Annals of the New York Academy of Sciences, 310, 169-181. doi: 10.1111/j.1749-
6632.1978.tb22070.x 
Everett, B. G. (2013). Sexual orientation disparities in sexually transmitted infections: 
examining the intersection between sexual identity and sexual behavior. Archives of 
Sexual Behavior, 42(2), 225-236. doi:10.1007/s10508-012-9902-1 
Field, A. (2013). Discovering statistics using IBM SPSS statistics. London: Sage 
Publications Ltd. 
Fields, E. L., Bogart, L. M., Galvan, F. H., Wagner, G. J., Klein, D. J., & Schuster, M. A. 
(2013). Association of discrimination-related trauma with sexual risk among HIV-
positive African American men who have sex with men. American Journal of 
Public Health, 103(5), 875-880. doi: 10.2105/AJPH.2012.30095 
69 
Folkman, S., Lazarus, R. S., Dunkel-Schetter, C., DeLongis, A., & Gruen, R. J. (1986). 
Dynamics of a stressful encounter: Cognitive appraisal, coping, and encounter 
outcomes. Journal of Personality and Social Psychology, 50(5), 992-1003. doi: 
10.1037/0022-3514.50.5.992.  
Forehand, M. R., Deshpandé, R., & Reed II, A. (2002). Identity salience and the influence 
of differential activation of the social self-schema on advertising response. Journal 
of Applied Psychology, 87(6), 086-1099. doi:10.1037/0021-9010.87.6.1086 
Fornell, C., & Yi, Y. (1992). Assumptions of the two-step approach to latent variable 
modeling. Sociological Methods & Research, 20(3), 291-320. 
doi:10.1177/0049124192020003001 
Forrest, D. W., Metsch, L. R., LaLota, M., Cardenas, G., Beck, D. W., & Jeanty, Y. (2010). 
Crystal methamphetamine use and sexual risk behaviors among HIV-positive and 
HIV-negative men who have sex with men in south Florida. Journal of Urban 
Health, 87(3), 480-485. doi:10.1007/s11524-009-9422-z 
Friedman, M. R., Wei, C., Klem, M. L., Silvestre, A. J., Markovic, N., & Stall, R. (2014). 
HIV infection and sexual risk among men who have sex with men and women 
(MSMW): A systematic review and meta-analysis. Plos One, 9(1), e87139. 
doi:10.1371/journal.pone.0087139 
Frye, V., Nandi, V., Egan, J., Cerda, M., Greene, E., Van Tieu, H., . . . Baez, E. (2015). 
Sexual orientation and race based discrimination and sexual HIV risk behavior 
among urban MSM. AIDS and Behavior, 19(2), 257-269. doi:10.1007/s10461-014-
0937-2 
70 
Fuller-Rowell, T. E., Curtis, D. S., El-Sheikh, M., Duke, A. M., Ryff, C. D., & Zgierska, A. 
E. (2017). Racial discrimination mediates race differences in sleep problems: A 
longitudinal analysis. Cultural Diversity and Ethnic Minority Psychology, 23(2), 
165-173. doi:10.1037/cdp0000104 
Gallagher, K. M., Sullivan, P. S., Lansky, A., & Onorato, I. M. (2007). Behavioral 
surveillance among people at risk for HIV infection: The national HIV behavioral 
surveillance system. Retrieved from Public Health Reports website: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1804113/
Garnett, B. R., Masyn, K. E., Austin, S. B., Miller, M., Williams, D. R., & Viswanath, K. 
(2014). The intersectionality of discrimination attributes and bullying among youth: 
An applied latent class analysis. Journal of Youth and Adolescence, 43, 1225-1239.  
doi:10.1007/s10964-013-0073-8 
Garson, G. D. (2013). Validity and reliability. Asheboro, NC: Statistical Associates 
Publishers. 
Gerbi, G. B., Habtemariam, T., Tameru, B., Nganwa, D., & Robnett, V. (2012). A 
quantitative risk assessment of multiple factors influencing HIV/AIDS transmission 
through unprotected sex among HIV-seropositive men. AIDS Care, 24(3), 331-339. 
doi: 10.1080/09540121.2011.608418 
Greco, M., Silva, A. P., Merchán-Hamann, E., Jeronymo, M. L., Andrade, J. C., & Greco, 
D. B. (2007). Differences in HIV-risk behavior of bisexual men in their 
relationships with men and women. Revista de Saúde Pública, 41, 109-117. doi: 
10.1590/S0034-89102007000900017 
71 
Greene, B. (1994).  Ethnic minority lesbians and gay men: Mental health and treatment 
issues.  Journal of Consulting and Clinical Psychology, 62, 243-251. 
doi:10.1037/0022-006X.62.2.243 
Grewal, R., Cote, J. A., & Baumgartner, H. (2004). Multicollinearity and measurement 
error in structural equation models: Implications for theory testing. Marketing 
Science, 23(4), 519-529. doi:10.1287/mksc.1040.0070 
Gurevich, M., Mathieson, C. M., Bower, J., & Dhayanandhan, B. (2007). Disciplining 
bodies, desires and subjectivities: Sexuality and HIV-positive women. Feminism & 
Psychology, 17(1), 9-38. doi:10.1177/0959353507072910 
Hamilton, L. C. (1992). Regression with graphics: A second course in applied statistics. 
Belmont, CA: Duxbury Press. 
Harawa, N. T., Williams, J. K., McCuller, W. J., Ramamurthi, H. C., Lee, M., Shapiro, M. 
F. & Cunningham, W. E. (2013). Efficacy of a culturally congruent HIV risk-
reduction intervention for behaviorally bisexual black men: Results of a randomized 
trial. AIDS London England, 27(12), 1979-1988. 
Harawa, N., Wilton, L., Wang, L., Mao, C., Kuo, I., Penniman, T., ... Mayer, K. (2014). 
Types of female partners reported by Black men who have sex with men and 
women (MSMW) and associations with intercourse frequency, unprotected sex and 
HIV and STI prevalence. AIDS and Behavior, 18(8), 1548-1559. 
doi:10.1007/s10461-014-0704-4
72 
Hausmann, L. R., Jeong, K., Bost, J. E., & Ibrahim, S. A. (2008). Perceived discrimination 
in health care and health status in a racially diverse sample. Medical Care, 46(9), 
905-914. doi:10.1097/MLR.0b013e3181792562 
Hays, R. D., Revicki, D., & Coyne, K. S. (2005). Application of structural equation 
modeling to health outcomes research. Evaluation & the Health Professions, 28, 
295-309. doi: 10.1177/0163278705278277 
Helms, J. E., Jernigan, M., & Mascher, J. (2005). The meaning of race in psychology and 
how to change it: A methodological perspective. American Psychologist, 60(1), 27-
36. doi:10.1037/0003-066X.60.1.27 
Hequembourg, A. L., & Brallier, S. A. (2009). An exploration of sexual minority stress 
across the lines of gender and sexual identity. Journal of Homosexuality, 56(3), 
273-298. doi:10.1080/00918360902728517 
Herrick, A. L., Stall, R., Goldhammer, H., Egan, J. E., & Mayer, K. H. (2014). Resilience 
as a research framework and as a cornerstone of prevention research for gay and 
bisexual men: Theory and evidence. AIDS and Behavior, 18(1), 1-9. 
doi:10.1007/s10461-012-0384-x 
Herek, G. M. (2009). Hate crimes and stigma-related experiences among sexual minority 
adults in the United States: Prevalence estimates from a national probability sample.
Journal of Interpersonal Violence, 24(1), 54-74. doi:10.1177/0886260508316477  
Herek, G. M. (2000). The psychology of sexual prejudice. Current Directions in 
Psychological Science, 9(1), 19-22. doi:10.1111/0022-4537.00164 
73 
Herek, G. M. (2000). Sexual prejudice and gender: Do heterosexuals' attitudes toward 
lesbians and gay men differ? Journal of Social Issues, 56(2), 251-266. 
doi:10.1111/0022-4537.00164 
Herek, G. M., Gillis, J. R., & Cogan, J. C. (1999). Psychological sequelae of hate-crime 
victimization among lesbian, gay, and bisexual adults. Journal of Consulting and 
Clinical Psychology, 67(6), 945-951. 
Hergenrather, K.C., Emmanuel, D., Durant, S. and Rhodes, S.D. (2016). Enhancing HIV 
prevention among young men who have sex with men: A systematic review of HIV 
behavioral interventions for young gay and bisexual men. AIDS Education and 
Prevention, 28(3), 252-271. doi: 10.1521/aeap.2016.28.3.252 
Hoehn, E. F., FitzGerald, M. R., Bhatt, S. R., Robinson, V. M., Lippe, J. E., & Reed, J. L. 
(2016). Do adolescents with higher knowledge of HIV have lower sexual risk 
behaviors? Pediatric Emergency Care, 32(12), 846-850. doi: 
10.1097/PEC.0000000000000612 
Hofer, B. K. (2001). Personal epistemology research: Implications for learning and 
teaching. Educational Psychology Review, 13(4), 353-383. 
doi:10.1023/A:1011965830686 
Hogg, M. A. (2006). Social identity theory. In S. McKeown, Haji R., & N. Ferguson (Eds.), 
Understanding peace and conflict through social identity theory (pp. 3-17).
Retrieved from https://rd.springer.com/book/10.1007/978-3-319-29869-6
74 
Hogg, M., Terry, D. & White, K. (1995). A tale of two theories: A critical comparison of 
identity theory with social identity theory. Social Psychology Quarterly, 58(4), 255-
269. 
Hooper, D., Coughlan, J., & Mullen, M. (2008). Structural equation modeling: Guidelines 
for determining model fit. Electronic Journal of Business Research Methods, 6(1), 
53-60. 
Huebner, D. M., Rebchook, G. M., & Kegeles, S. M. (2004). Experiences of harassment, 
discrimination, and physical violence among young gay and bisexual men.
American Journal of Public Health, 94, 1200-1203. doi:1094/7/1200 
Hu, L. T., & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance structure 
analysis: Conventional criteria versus new alternatives. Structural Equation 
Modeling: A Multidisciplinary Journal, 6(1), 1-55. 
doi:10.1080/10705519909540118 
Human Rights Campaign (2017). Sexual assault and the LGBTQ community (Report). 
Retrieved from http://www.hrc.org/resources/sexual-assault-and-the-lgbt-
community 
Human Rights Campaign (2014). An important step toward workplace equality: An 
executive order on federal contractors (Report). Retrieved from 
http://www.hrc.org/resources/entry/an-important-step-toward-workplace-equality-
an-executive-order-on-federal-c 
Jarama, S. L., Kennamer, J. D., Poppen, P. J., Hendricks, M., & Bradford, J. (2005). 
Psychosocial, behavioral, and cultural predictors of sexual risk for HIV infection 
75 
among Latino men who have sex with men. AIDS and Behavior, 9, 513-523. 
doi:10.1007/s10461-005-9022-1 
Jefferson, K. (2014, November). Performance of the Everyday Discrimination Scale: a 
Three Group Comparison. Paper session presented at the 142nd American Public 
Health Association Annual Meeting and Exposition, New Orleans. 
Jemmott, J. B., III, Jemmott, L. S., & Fong, G. T. (1992). Reductions in HIV risk-
associated sexual behaviors among black male adolescents: Effects of an AIDS 
prevention intervention. American Journal of Public Health, 82, 372-377. 
doi:10.2105/AJPH.82.3.372 
Johnson, M. O., Catz, S. L., Remien, R. H., Rotheram-Borus, M. J., Morin, S. F., 
Charlebois, E., Lightfoot, M. (2003). Theory-guided, empirically supported avenues 
for intervention on HIV medication nonadherence: Findings from the healthy living 
project. AIDS Patient Care and STDs, 17, 645-656. 
doi:10.1089/108729103771928708 
Jones, M. (2002). Social psychology of prejudice. Englewood Cliffs, NJ: Prentice Hall. 
Joreskog, K.G. (1999). How large can a standardized coefficient be? Retrieved from 
http://www.ssicentral.com/lisrel/techdocs/HowLargeCanaStandardizedCoefficientb
e.pdf 
Kalichman, S. C., Cain, D., Cherry, C., Pope, H., Eaton, L., & Kalichman, M. O. (2005). 
Internet use among people living with HIV/AIDS: Coping and health-related 
correlates. AIDS Patient Care & STDs, 19, 439-448. doi:10.1089/apc.2005.19.439 
76 
Kalichman, S. C., Kalichman, M. O., Cherry, C., & Grebler, T. (2016). HIV disclosure and 
transmission risks to sex partners among HIV-positive men. AIDS Patient Care and 
STDs, 30, 221-228. doi:10.1089/apc.2015.0333 
Kates, J., & Ranji, U. (2014). Health care access and coverage for the lesbian, gay, 
bisexual, and transgender (LGBT) community in the United States: Opportunities 
and challenges in a new era. Retrieved from the Henry J. Kaiser Family Foundation 
Website: http://kff.org/disparities-policy/perspective/health-care-access-and-
coverage-for-the-lesbian-gay-bisexual-and-transgender-lgbt-community-in-the-
united-states-opportunities-and-challenges-in-a-new-era/
Kattari, S. K., & Hasche, L. (2016). Differences across age groups in transgender and 
gender non-conforming people’s experiences of health care discrimination, 
harassment, and victimization. Journal of Aging and Health, 28(2), 285-306. 
doi:10.1177/0898264315590228 
Kickbusch, I. S. (2001). Health literacy: Addressing the health and education divide. Health 
Promotion International, 16(3), 289-297. doi:10.1093/heapro/16.3.289 
King, P. M., & Kitchener, K. S. (1994). Developing reflective judgment: Understanding 
and promoting intellectual growth and critical thinking in adolescents and adults. 
San Francisco, CA: Jossey-Bass.
Klesse, C. (2011). Shady characters, untrustworthy partners, and promiscuous sluts: 
Creating bisexual intimacies in the face of heteronormativity and biphobia. Journal 
of Bisexuality, 11(2-3), 227-244. doi: 10.1080/15299716.2011.571987 
77 
Kline, R. B. (4th Ed.). (2015). Principles and practice of structural equation modeling. New 
York, NY: Guilford Publications. 
Koblin, B. A., Mayer, K. H., Eshleman, S. H., Wang, L., Mannheimer, S., Del Rio, C., . . . 
Wilton, L. (2013). Correlates of HIV acquisition in a cohort of black men who have 
sex with men in the United States: HIV prevention trials network (HPTN) 061. PloS 
One, 8(7), e70413. doi:10.1371/journal.pone.0070413 
Köllen, T. (2013). Bisexuality and diversity management—addressing the B in LGBT as a 
relevant ‘sexual orientation’ in the workplace. Bisexuality, 13(1), 122-137. doi: 
10.1080/15299716.2013.755728 
Kosciw, J. G., Greytak, E. A., Bartkiewicz, M. J., Boesen, M. J., & Palmer, N. A. (2012). 
The 2011 national school climate survey: The experiences of lesbian, gay, bisexual 
and transgender youth in our nation's schools. Retrieved from 
https://www.glsen.org/press/2011-national-school-climate-survey 
Krieger, N. (2000). Discrimination and health. In L. Berkman & I. Kawachi (Eds.), Social 
epidemiology (pp. 36-75). New York, NY: Oxford University Press, Inc. 
Krieger, N., & Sidney, S. (1997). Prevalence and health implications of anti-gay 
discrimination: A study of Black and White women and men in the Cardia cohort.
International Journal of Health Services, 27(1), 157-176. doi:10.2190/HPB8-
5M2N-VK6X-0FWN 
Krieger, N., Smith, K., Naishadham, D., Hartman, C., & Barbeau, E. M. (2005). 
Experiences of discrimination: Validity and reliability of a self-report measure for
78 
population health research on racism and health. Social Science & Medicine, 61, 
1576-1596. doi:10.1016/j.socscimed.2005.03.006 
Leaver, C. A., Allman, D., Meyers, T., & Veugelers, P. J. (2004). Effectiveness of HIV 
prevention in Ontario, Canada: A multilevel comparison of bisexual men. American 
Journal of Public Health, 94, 1181-1185. doi: 10.2105/AJPH.94.7.1181 
Lorimer, K., Kidd, L., Lawrence, M., McPherson, K., Cayless, S., & Cornish, F. (2013). 
Systematic review of reviews of behavioural HIV prevention interventions among 
men who have sex with men. AIDS care, 25, 133-150. 
doi:10.1080/09540121.2012.699672 
Matthews, A., Li, C. C., Aranda, F., Torres, L., Vargas, M., & Conrad, M. (2014). The 
influence of acculturation on substance use behaviors among Latina sexual minority 
women: the mediating role of discrimination. Substance Use & Misuse, 49, 1888-
1898. doi:10.3109/10826084.2014.913632 
Mays, V. M., & Cochran, S. D. (2001). Mental health correlates of perceived 
discrimination among lesbian, gay, and bisexual adults in the United States.
American Journal of Public Health, 91, 1869-1876. doi:10.2105/AJPH.91.11.1869 
Mays, V. M., Cochran, S. D., & Barnes, N. W. (2007). Race, race-based discrimination, 
and health outcomes among African Americans. Annual Review of Psychology, 58, 
201-225. doi: 10.1146/annurev.psych.57.102904.190212 
Mayer, K. H., Bradford, J. B., Makadon, H. J., Stall, R., Goldhammer, H., & Landers, S. 
(2008). Sexual and gender minority health: What we know and what needs to be
79 
done. American Journal of Public Health, 98(6), 989-995. 
doi:10.2105/AJPH.2007.127811 
McDonald, R. P., & Ho, M. H. R. (2002). Principles and practice in reporting structural 
equation analyses. Psychological Methods, 7(1), 64-82. doi:10.1037/1082-
989X.7.1.64 
Melendez, R. M., Zepeda, J., Samaniego, R., Chakravarty, D., & Alaniz, G. (2013). "La 
Familia" HIV prevention program: A focus on disclosure and family acceptance for 
Latino immigrant MSM to the USA. Salud Pública de México, 55, 491-497. 
Mehta, S. D., Ghanem, K. G., Rompalo, A. M., & Erbelding, E. J. (2006). HIV 
seroconversion among public sexually transmitted disease clinic patients: Analysis 
of risks to facilitate early identification.  Journal of Acquired Immune Deficiency 
Syndromes, 42(1), 116-122. doi:10.1097/01.qai.0000200662.40215.34 
Meyer, I. H. (2003). Prejudice, social stress, and mental health in lesbian, gay, and bisexual 
populations: Conceptual issues and research evidence. Psychological Bulletin, 129, 
674-697. doi:10.1037/0033-2909.129.5.674 
Meyer, I. H. (1995). Minority stress and mental health in gay men. Journal of Health and 
Social Behavior, 36(1), 38-56. 
Miller, M., André, A., Ebin, J., & Bessonova, L. (2007). Bisexual health: An introduction 
and model practices for HIV/STI prevention programming (Report). Retrieved from 
the National Gay and Lesbian Task Force Policy Institute website: 
http://www.glhv.org.au/report/bisexual-health-introduction-and-model-practices-
hivsti-prevention-programming
80 
Millett, G., Malebranche, D., Mason, B., & Spikes, P. (2005). Focusing" down low": 
bisexual black men, HIV risk and heterosexual transmission [Supplemental 
material]. Journal of the National Medical Association, 97, 52S–59S. 
Morin, S. F., Steward, W. T., Charlebois, E. D., Remien, R. H., Pinkerton, S. D., Johnson, 
M. O.,&, Kittel, L. (2005). Predicting HIV transmission risk among HIV-infected 
men who have sex with men: Findings from the healthy living project. Journal of 
Acquired Immune Deficiency Syndromes, 40(2), 226-235. 
Moskowitz, D. A., & Seal, D. W. (2011). Self-esteem in HIV-positive and HIV-negative 
gay and bisexual men: Implications for risk-taking behaviors with casual sex 
partners. AIDS and Behavior, 15(3), 621-625. doi:10.1007/s10461-010-9692-1 
Mulaik, S. A., James, L. R., Van-Alstine, J., Bennett, N., Lind, S., & Stilwell, C. D. (1989). 
Evaluation of goodness-of-fit indices for structural equation models. Psychological 
Bulletin, 105(3), 430-445. doi:10.1037/0033-2909.105.3.430 
Mulick, P. S., & Wright Jr, L. W. (2002). Examining the existence of biphobia in the 
heterosexual and homosexual populations. Journal of Bisexuality, 2, 45-64. 
doi:10.1300/J159v02n04_03 
Mustanski, B., Garofalo, R., Herrick, A., & Donenberg, G. (2007). Psychosocial health 
problems increase risk for HIV among urban young men who have sex with men: 
Preliminary evidence of a syndemic in need of attention. Annals of Behavioral 
Medicine, 34(1), 37-45. doi:10.1007/BF02879919
81 
National Coalition of Anti-Violence Programs, (2013). National report on hate violence 
against lesbian, gay, bisexual, transgender, queer and HIV affected communities. 
Retrieved from 
http://www.avp.org/storage/documents/2012_mr_ncavp_hvreport.pdf 
National LGBT Health Education Center (2014). Best practices in HIV prevention: 
Translating innovation into action. Retrieved from 
https://www.lgbthealtheducation.org/
Noar, S. M., & Zimmerman, R. S. (2005). Health Behavior Theory and cumulative 
knowledge regarding health behaviors: are we moving in the right direction?. 
Health Education Research, 20, 275-290. doi:10.1093/her/cyg113 
Noh, S., & Kaspar, V. (2003). Perceived discrimination and depression: Moderating effects 
of coping, acculturation, and ethnic support. American Journal of Public Health, 
93(2), 232-238. doi:10.2105/AJPH.93.2.232 
Noroozinejad, G., Yarmohamadi, M., Bazrafkan, F., Sehat, M., Rezazadeh, M., & Ahmadi, 
K. (2013). Perceived risk modifies the effect of HIV knowledge on sexual risk 
behaviors. Frontiers in Public Health, 1, 33. doi:10.3389/fpubh.2013.00033 
O’Donnell, L., Stueve, A., Joseph, H. A., & Flores, S. (2014). Adapting the voices HIV 
behavioral intervention for Latino men who have sex with men. AIDS and Behavior, 
18(4), 767-775. doi:10.1007/s10461-013-0653-3 
Ochs, R. (1996). Biphobia: It goes more than two ways. In B. Firestein (Ed.), Bisexuality: 
The psychology and politics of an invisible minority (pp.-217-239). Retrieved from 
https://robynochs.com/biphobia-it-goes-more-than-two-ways/
82 
Ochs, R. (2007). What’s in a name? Why women embrace or resist bisexual identity. In B. 
Firestein (Ed.), Becoming visible: Counseling bisexuals across the lifespan (pp.72-
86). New York: Columbia University Press. 
US Department of Health and Human Services, Office of Disease Prevention and Health 
Promotion (2011). Healthy people 2020 (Report). Retrieved from 
https://www.healthypeople.gov/
Osborne, J. (2005). Notes on the use of data transformations. Practical Assessment, 
Research and Evaluation, 9(1), 42-50. 
Osborne, J. W., & Overbay, A. (2004). The power of outliers (and why researchers should 
always check for them). Practical Assessment, Research & Evaluation, 9, 1-12. 
Otis, M. D., & Skinner, W. F. (1996). The prevalence of victimization and its effect on 
mental well-being among lesbian and gay people. Journal of Homosexuality, 30, 
93-121. doi:10.1300/J082v30n03_05 
Pascoe, E. A., & Smart Richman, L. (2009). Perceived discrimination and health: A meta-
analytic review. Psychological Bulletin, 135, 531-554. doi:10.1037/a0016059 
Pathela, P., Braunstein, S. L., Schillinger, J. A., Shepard, C., Sweeney, M., & Blank, S. 
(2011). Men who have sex with men have a 140-fold higher risk for newly 
diagnosed HIV and syphilis compared with heterosexual men in New York city. 
Journal of Acquired Immune Deficiency Syndromes, 58(4), 408-416. 
doi:10.1097/QAI.0b013e318230e1ca 
Paul, R. W. (1984). Critical thinking: Fundamental to education for a free society.
Educational Leadership, 42(1), 4-14. 
83 
Penner, L. A., Dovidio, J. F., Edmondson, D., Dailey, R. K., Markova, T., Albrecht, T. L., 
& Gaertner, S. L. (2009). The experience of discrimination and Black-White health 
disparities in medical care. Journal of Black Psychology, 35(2), 180-203. 
doi:10.1177/0095798409333585 
Peterman, T. A., Newman, D. R., Maddox, L., Schmitt, K., & Shiver, S. (2014). High risk 
for HIV following syphilis diagnosis among men in Florida, 2000–2011. Public 
Health Reports, 129(2), 164-169. doi:10.1177/003335491412900210 
Peterson, J. L., & Jones, K. T. (2009). HIV prevention for black men who have sex with 
men in the United States. American Journal of Public Health, 99(6), 976-980. 
doi:10.2105/AJPH.2008.143214 
Pettifor, A. E., Vander-Straten, A., Dunbar, M. S., Shiboski, S. C., & Padian, N. S. (2004). 
Early age of first sex: A risk factor for HIV infection among women in Zimbabwe. 
Aids, 18, 1435-1442. 
Pew Research Center (2013). A Survey of LGBT Americans. Retrieved from 
http://www.pewsocialtrends.org/2013/06/13/a-survey-of-lgbt-americans/
Pilkington, N. W., & D'Augelli, A. R. (1995). Victimization of lesbian, gay, and bisexual 
youth in community settings. Journal of Community Psychology, 23(1), 34-56. 
doi:10.1002/1520-6629(199501)23:1<34::AID-JCOP2290230105>3.0.CO;2-N 
Rankin, S., Weber, G., Blumenfeld, W., & Frazer, M. (2010). State of higher education for 
LGBT people. Charlotte, NC: Campus Pride.
Ramiro, M. T., Teva, I., Bermúdez, M. P., & Buela-Casal, G. (2013). Social support, self-
esteem and depression: Relationship with risk for sexually transmitted 
84 
infections/HIV transmission. International Journal of Clinical and Health 
Psychology, 13(3), 181. Retrieved from 
http://search.proquest.com/openview/feb028398871649fb715de3e88ef817d/1?pq-
origsite=gscholar&cbl=806355
Ratts, M. J., & Hutchins, A. M. (2009). ACA advocacy competencies: Social justice 
advocacy at the client/student level. Journal of Counseling & Development, 87(3), 
269-275. doi: 10.1002/j.1556-6678.2009.tb00106.x
Rebchook, G. M., Kegeles, S. M., Huebner, D., & TRIP Research Team. (2006). 
Translating research into practice: the dissemination and initial implementation of 
an evidence–based HIV prevention program. AIDS Education & Prevention, 18, 
119-136. doi:10.1521/aeap.2006.18.supp.119 
Reilly, K. H., Neaigus, A., Jenness, S. M., Wendel, T., Marshall, D. M.,IV, & Hagan, H. 
(2015). Experiences of discrimination and HIV risk among men who have sex with 
men in New York city. American Journal of Men's Health, 10 (6), 505-514. 
doi:1557988315575998
Ross, C. E., & Wu, C. (1995). The links between education and health. American 
Sociological Review, 60, 719-745. Retrieved from 
http://www.jstor.org/stable/2096319?seq=1#page_scan_tab_contents 
Rostosky, S. S., Riggle, E. D., Horne, S. G., & Miller, A. D. (2009). Marriage amendments 
and psychological distress in lesbian, gay, and bisexual (LGB) adults. Journal of 
Counseling Psychology, 56(1), 56-66. doi:10.1037/a0013609 
85 
Rotheram-Borus, M. J., Swendeman, D., Flannery, D., Rice, E., Adamson, D. M., & 
Ingram, B. (2009). Common factors in effective HIV prevention programs. AIDS 
and Behavior, 13, 399-408. doi:10.1007/s10461-008-9464-3 
Rust, P. (1996).  Managing multiple identities: Diversity among bisexual women and men. 
In B. Firestein (Ed.), Bisexuality: The psychology and politics of an invisible 
minority (pp. 53-83).  Thousand Oaks, CA: Sage. 
Salgado, D. S. V., Díaz, P. M., & Maldonado, M. (1996). AIDS: Risk behaviors among 
rural Mexican women married to migrant workers in the United States. AIDS 
Education and Prevention: Official Publication of The International Society for 
AIDS Education, 8(2), 134-142. 
Samet, J. H., Pace, C. A., Cheng, D. M., Coleman, S., Bridden, C., Pardesi, M., . . . Raj, A. 
(2010). Alcohol use and sex risk behaviors among HIV-infected female sex workers 
and HIV-infected male clients of FSWs in India. AIDS and Behavior, 14(1), 74-83. 
doi:10.1007/s10461-010-9723-y 
Satterwhite, C. L., Torrone, E., Meites, E., Dunne, E. F., Mahajan, R., Ocfemia, M. C. B., 
.... Weinstock, H. (2013). Sexually transmitted infections among US women and 
men: Prevalence and incidence estimates, 2008. Sexually Transmitted Diseases, 40, 
187-193. doi:10.1097/OLQ.0b013e318286bb53 
Savin-Williams, R. C. (2001). A critique of research on sexual-minority youths. Journal of 
Adolescence, 24(1), 5-13. doi:10.1006/jado.2000.0369 
Schroder, K. E., Carey, M. P., & Vanable, P. A. (2003). Methodological challenges in 
research on sexual risk behavior: Item content, scaling, and data analytical options.
86 
Annals of Behavioral Medicine, 26(2), 76-103. 
doi:10.1207/S15324796ABM2602_02 
Schreiber, J. B., Nora, A., Stage, F. K., Barlow, E. A., & King, J. (2006). Reporting 
structural equation modeling and confirmatory factor analysis results: A review. The 
 
Journal of Educational Research, 99(6), 323-338. doi:10.3200/JOER.99.6.323-338 
Schroder, K. E. E., Carey, M. P., & Vanable, P. A. (2003). Methodological Challenges in 
Research on Sexual Risk Behavior: I. Item Content, Scaling, and Data Analytical 
Options. Annals of Behavioral Medicine : A Publication of the Society of Behavioral 
Medicine, 26(2), 76–103. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2452993/ 
Schumacker, R. E., & Lomax, R. G. (4th Ed.). (2016). A beginner's guide to structural 
equation modeling. Mahwah, NJ: Taylor and Francis.  
Seaton, E. K., Caldwell, C. H., Sellers, R. M., & Jackson, J. S. (2010). An intersectional 
approach for understanding perceived discrimination and psychological well-being 
among African American and Caribbean Black youth. Developmental Psychology, 
46, 1372-1379. doi:10.1037/a0019869 
Sellers, R. M., Caldwell, C. H., Schmeelk-Cone, K. H., & Zimmerman, M. A. (2003). 
Racial identity, racial discrimination, perceived stress, and psychological distress 
among African American young adults. Journal of Health and Social Behavior, 44 
(3), 302-317. Retrieved from 
http://www.jstor.org/stable/1519781?seq=1#page_scan_tab_contents
87 
Stirratt, M. J., Meyer, I. H., Ouellette, S. C., & Gara, M. A. (2008). Measuring identity 
multiplicity and intersectionality: Hierarchical classes analysis (HICLAS) of sexual, 
racial, and gender identities. Self and Identity, 7(1), 89-111. 
doi:10.1080/15298860701252203 
Stuber, J., Meyer, I., & Link, B. (2008). Stigma, prejudice, discrimination and health. 
Social Science & Medicine, 67(3), 351-357. doi:10.1016/j.socscimed.2008.03.023 
Suhr, D. D. (2006). Exploratory or confirmatory factor analysis? Cary, NC: SAS Institute 
Inc. 
Tajfel, H. (1981). Social identity and intergroup relations. Cambridge: Cambridge 
University Press. 
Tavakol, M., & Dennick, R. (2011). Making sense of Cronbach's alpha. International 
Journal of Medical Education, 2, 53-55. doi:0.5116/ijme.4dfb.8dfd 
Tilcsik, A. (2011). Pride and prejudice: Employment discrimination against openly gay 
men in the United States. American Journal of Sociology, 117, 586-626. Retrieved 
from http://www.journals.uchicago.edu/doi/full/10.1086/661653 
Træen, B., Hald, G. M., Noor, S. W., Iantaffi, A., Grey, J., & Rosser, B. S. (2014). The 
relationship between use of sexually explicit media and sexual risk behavior in men 
who have sex with men: Exploring the mediating effects of sexual self-esteem and 
condom use self-efficacy. International Journal of Sexual Health, 26(1), 13-24. 
doi:10.1080/19317611.2013.823900 
Utsey, S. O., Bolden, M. A., Lanier, Y., & Williams III, O. (2007). Examining the role of 
culture-specific coping as a predictor of resilient outcomes in African Americans 
88 
from high-risk urban communities. Journal of Black Psychology, 33(1), 75-93. 
doi:10.1177/0095798406295094 
Van Beusekom, G., Bos, H. M., Kuyper, L., Overbeek, G., & Sandfort, T. G. (2016). 
Gender nonconformity and mental health among lesbian, gay, and bisexual adults: 
Homophobic stigmatization and internalized homophobia as mediators. Journal of 
Health Psychology, 11, 1107-1118. doi:10.1177/1359105316643378 
Wagner, G. J., Bogart, L. M., Galvan, F. H., Banks, D., & Klein, D. J. (2012). 
Discrimination as a key mediator of the relationship between posttraumatic stress 
and HIV treatment adherence among African American men. Journal of Behavioral 
Medicine, 35(1), 8-18. doi:10.1007/s10865-011-9320-1 
Weinhardt, L. S., Carey, M. P., Johnson, B. T., & Bickham, N. L. (1999). Effects of HIV 
counseling and testing on sexual risk behavior: A meta-analytic review of published 
research, 1985-1997. American Journal of Public Health, 89(9), 1397-1405. 
doi:10.2105/AJPH.89.9.1397 
Weston, R., Gore, P. A., Chan, F., & Catalano, D. (2008). An introduction to using 
structural equation models in rehabilitation psychology. Rehabilitation Psychology, 
53, 340-356. doi:10.1037/a0013039  
Wilkerson, J. M., Fuchs, E. L., Brady, S. S., Jones-Webb, R., & Rosser, B. S. (2014). 
Correlates of human immunodeficiency virus/sexually transmitted infection 
(HIV/STI) testing and disclosure among HIV-negative collegiate men who have sex 
with men. Journal of American College Health, 62, 450-460. 
doi:10.1080/07448481.2014.917654 
89 
Williams, D. R. (1999). Race, socioeconomic status, and health: The added effects of 
racism and discrimination. Annals of the New York Academy of Sciences, 896(1), 
173-188. doi:10.1111/j.1749-6632.1999.tb08114.x 
Williamson, T. J., Mahmood, Z., Kuhn, T. P., & Thames, A. D. (2017). Differential 
relationships between social adversity and depressive symptoms by HIV status and 
racial/ethnic identity. Health Psychology, 36(2), 133-142. doi:10.1037/hea0000458 
Williams, D. R., & Mohammed, S. A. (2009). Discrimination and racial disparities in 
health: Evidence and needed research. Journal of Behavioral Medicine, 32(1), 20-47. 
doi:10.1007/s10865-008-9185-0 
Williams, D. R., Yan, Y., Jackson, J. S., & Anderson, N. B. (1997). Racial differences in 
physical and mental health: Socio-economic status, stress and discrimination.
Journal of Health Psychology, 2(3), 335-351. doi:10.1177/135910539700200305  
Williams, J. K., Ramamurthi, H. C., Manago, C., & Harawa, N. T. (2009). Learning from 
successful interventions: A culturally congruent HIV risk-reduction intervention for 
African American men who have sex with men and women. American Journal of 
Public Health, 99(6), 1008-1012. doi:10.2105/AJPH.2008.140558  
Wilson, B. D., & Miyashita, A. (2016). Sexual and gender diversity within the Black men 
who have sex with men HIV epidemiological category. Sexuality Research and 
Social Policy, 13(3), 202-214. doi:10.1007/s13178-016-0219-z 
Yap, A. J., & Tong, E. M. (2009). The appraisal rebound effect: Cognitive appraisals on the 
rebound. Personality and Social Psychology Bulletin, 35, 1208-1219. 
doi:10.1177/0146167209338073 
90 
Yoshikawa, H., Alan-David Wilson, P., Chae, D. H., & Cheng, J. (2004). Do family and 
friendship networks protect against the influence of discrimination on mental health 
and HIV risk among Asian and Pacific Islander gay men? [Special issue]. AIDS 
Education and Prevention, 16 (1), 84-100. doi:10.1521/aeap.16.1.84.27719 
Young, R. M., & Meyer, I. H. (2005). The trouble with "MSM" and "WSW": Erasure of the 
sexual-minority person in public health discourse. American Journal of Public 
Health, 95(7), 1144-1149. doi:10.2105/AJPH.2004.046714 
Zakalik, R. A., & Wei, M. (2006). Adult attachment, perceived discrimination based on 
sexual orientation, and depression in gay males: Examining the mediation and 
moderation effects. Journal of Counseling Psychology, 53(3), 302-313. 
doi:10.1037/0022-0167.53.3.302 
Zeiders, K. H., Doane, L. D., & Roosa, M. W. (2012). Perceived discrimination and diurnal 
cortisol: Examining relations among Mexican American adolescents. Hormones and 
Behavior, 61(4), 541-548. doi:10.1016/j.yhbeh.2012.01.018 
Zhang, W., Hong, S., Takeuchi, D. T., & Mossakowski, K. N. (2012). Limited English 
       proficiency and psychological distress among Latinos and Asian Americans. 
Social Science & Medicine, 75, 1006-1014. doi:10.1016/j.socscimed.2012.05.012 
91 
APPENDIX FIGURES AND TABLES
Figure 1 
Theoretical Model
Red arrows indicate modifiers. Blue arrows indicate the mediation. Green arrows indicate controlling for age and HIV Status.
92 
Figure 2 
Final Model with Significant Paths Indicated 
Note: Significant relationships indicated with solid bold line; non-bolded solid lines indicate non-significance at p < .05 
level; Paths representing new modified indices are highlighted with dotted lines.
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    Table 1 
    Correlation Table with All Variables 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
1. Sexual
Orientation ---
2. Age 0.00 ---
3. Educational
Attainment 0.92
** 0.09*** ---
4. Multiple Sexual
Partners 0.01 -0.01 0.00 ---
5. Substance Use
Before Sex 0.00 0.18
*** 0.02 0.21*** ---
6. Verbal
Discrimination 0.03
* -0.41* 0.00 0.00 -0.01 ---
7. Poor Services
Discrimination 0.02 -0.01 0.00 0.00 -0.01 0.15
*** ---
8. Work
Discrimination 0.05
*** 0.02 0.00 0.00 -0.01 0.22*** 0.13*** ---
9. Health
Discrimination 0.06
*** 0.00 -0.02 0.00 0.02 0.17*** 0.10*** 0.14*** ---
10. Physical
Discrimination -0.01 0.02 0.01 0.00 0.02 0.00 0.00 0.00 0.00 ---
11. Tested for HIV 0.00 0.00 0.01 0.00 -0.01 0.00 0.01 0.00 0.00 0.01 ---
12. Knowledge of
Partner Status 0.13
*** 0.18*** -0.02 -0.21*** 0.99*** 0.01 0.01 0.01 0.02 0.01 0.01 ---
13. Gonorrhea 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 ---
14. Chlamydia 0.01 0.00 0.00 0.00 0.02 0.00 0.00 0.00 0.00 0.00 0.00 0.04* 0.61*** ---
15. Syphilis 0.01 0.00 0.00 0.00 0.01 0.00 0.00 0.00 0.00 0.00 0.00 0.00*** 0.63*** 0.77*** ---
16. Any Other
STD 0.01 0.00 0.07 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 -0.01
* 0.40*** 0.66* 0.51*** ---
17. HIV Status -0.11*** 0.07*** 0.69*** 0.00 -0.04** 0.01 0.01 -0.05** 0.01 0.01 -0.43** -0.43** 0.01 0.01 0.1 0.00 --- 
            Note. * Indicates significant paths at p < .05; ** = p < .01; and *** = p < .001.
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Table 2  
Sample Characteristics Total Sample (N=3,916)
Characteristic N % 
Sexual Orientation
 Gay 3422 87.4%
 Bisexual   494 12.6%
Education
 Less than high school graduate   671 17.14%
 High school diploma or equivalent 1088 27.79%
 Some college or technical degree 1301 33.23%
 College degree or postgraduate education   855 21.84%
Age
 18-24   461 11.77%
 25-29   701 17.90%
 30-34   541 13.82%
 35-39   437 11.16%
 40-44   383 9.78%
 45-49   425 10.85%
 50-54   406 10.37%
 55-59   243 6.21%
 60 and older   319 8.15%
Previous Diagnosis of Sexually Transmitted Infection (STI) 
 No  3,418 87.51%
 Yes   488 12.49%
Having Multiple Sexual Partners
 1 partner   977 25.08%
 2 or more partners  2,919 74.92%
Having Sex While Under the Influence of Controlled Substances
 No (Neither Alcohol and Drugs)  1,930 53.46%
 Yes (Alcohol, Drugs, or Both Alcohol and Drugs)  1,680 46.54%
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Table 3 
Standardized Direct Path Coefficient Estimates and Standard Errors
Direct Paths B  S.E.  p 
Sexual Orientation  Perceived Discrimination 0.01 .35 .73
Education Attainment  Perceived Discrimination* -0.81 .01 .00
Perceived Discrimination  Sexual Health Risk Behavior* 1.63 .39 .00
Age  Engagement in HIV Preventive Practices * -0.14 .01 .00
Sexual Orientation  Engagement in HIV Preventive Practices* -0.26 .03 .00
HIV Status  Perceived Discrimination* 0.10 .01 .00
HIV Status  Engagement in HIV Preventive Practices* 0.06 .01 .00
Note. * Indicates significant paths at the p < .05
Table 4 
Moderation and Mediation Standardized Direct Path Coefficient Estimates and Standard 
Errors 
Moderated and Indirect Paths B S.E.  p
Educational Attainment  Perceived Discrimination* -0.81 .01 .00
Education Attainment Moderator Perceived Discrimination -0.03 .02 .12
Engagement in HIV Preventive Practices  Sexual Health Risk 
Behaviors* 
0.84 .27 .00
Engagement in HIV Preventive Practices Moderator  Sexual
Health Risk Behaviors*   
-1.50 .33 .00
Education Attainment  Perceived Discrimination  Sexual HRB* -0.13 .04 .00
Note. * Indicates significant paths at the p < .05
